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I OKO Nutritional aspects of liver disease 
uly | Antibiotics in pediatric infections 


Murphy's RADIATION THERAPY 


A definitive work on the radiation therapy of cancer—detail- 

ing indications, techniques and results. It is based on ex- 

perience at Roswell Park Memorial Institute in Buffalo 

where, under the supervision of Dr. Murphy, more cases have 

_ — by radiology than at any other institution in 
e world. 


For each body organ you'll find: (1) Pertinent anatomical 
considerations with particular emphasis of lymphatic drainage 
of the organ. (2) Clinicopathological considerations with 
discussion of the types of malignancy that may attack that 
organ, their intrinsic nature, their clinical manifestations, 
etc. (3) Classification and staging of the disease with pre- 
cise instruction on methods of placing any given case into 
its proper category. (4) Principles of treatment of that 
particular type of neoplasm with consideration of the results 
of surgery alone, of radiation alone, or surgery combined 


W. B. SAUNDERS COMPANY ° 


“By WALTER T. MURPHY, M.D., Di of Therap 


with pre- and post- operative radiation. (5) The plan of 
management at Roswell Park with painstaking definition of 
technique, dosage, and results. 


Case histories are used to demonstrate the course of treat- 
ment followed under each of the conditions that may pre- 
sent themselves. Illustrations are used in every instance 
where they will aid in understanding of the text. They con- 
sist of schematic line drawings to demonstrate technique, 
radiograms, photographs of results, etc. 


Radiologists, surgeons and all who treat cancer will find this 
new work invaluable. 


ic Radiology, Roswell 
Park Memorial Institute, Buffalo, New York; Consultant in Radiation Therapy, 
U. S. Veterans Hospital, Buffalo, New York; Associate Clinical Professor of 
Radiology, University of Buffalo Medical School. About 1050 pages, 644” x 10”, 
with 442 illustrations. About $25.00. Just Ready! 


West Washington Square, Philadelphia 5 
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BUFFERIN.IN ARTHRITIS 


salicylate benefits with minimal salicylate drawbacks 


Rapid and prolonged relief—with less intolerance. 

The analgesic and specific anti-inflammatory action of BuFFERIN helps reduce 
pain and joint edema—comfortably. BUFFERIN caused no gastric distress in 70 per 
cent of hospitalized arthritics with proved intolerance to aspirin. (Arthritics are at 
least 3 to 10 times as intolerant to straight aspirin as the general population.') 


No sodium accumulation. Because BuFFERIN is sodium free, massive dosage for pro- 
longed periods will not cause sodium accumulation or edema, even in cardiovascu- 
lar cases. 


Each sodium-free BUFFERIN tablet contains acetylsalicylic acid, 5 grains, and the antacids mag- 
nesium carbonate and aluminum glycinate. 
Reference: 1. J.A.M.A. 158:386 (June 4) 1955. 


inflammation 


ANOTHER FINE PRODUCT OF BRISTOL-MYERS 


Bristol-Myers Company, 19 West 50 Street, New York 20, N. Y. 
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7 ote radiation protection 


bottom....... 


| automatic Bucky slot closure, the close-collimated 
wherever A Ou stand at's Constellation radiation beam, the fully-leaded spotfilm device. 


Table—whether you're the presiding radiologist or a There’s even a hinged stainless steel shield (see pic- 
team member—you have the peace of mind that comes ture) to protect the radiologist against radiation scatter 
of knowing how well protected you are. That goes for - from the patient. He merely flips it up whenever he 
any of the Constellation models shown below. Com- fluoroscopes, Any Cogatetiation table can be sO . 
mon to all are the fully-enclosed steel table body, the fitted (optionally). : 


of models 


90 to 90° vertical fif that’s what you want 


There’s virtually nothing in the way of diagnostic radiography you 
6) can’t do with this magnificent table. You can fluoroscope (with an 

8” Image Amplifier, if you like) or radiograph a patient hanging — 
head down vertically, or in any other position you can conjure up. 


45° Trendelenburg fjif that’s all you need 


° Without wishing to become involved in range-of-angulation pros and 
45 cons, we can report that most Constellation buyers are content with 
this 45° model. (Extra angulation costs extra money—a hard engi- 

neering fact of life that may have something to do with it) 


or even 15° back tilt Jif you'll settle for that 


The less elaborate drive mechanism required for this moderate angle 
of tilt results in significantly lower cost. If 15° Trendelenburg is 
enough for you, this model is far and away the best buy around. 


you'll be better protected, better served with a 


Picker Con stellati 


Your local Picker representative stands ready to give you 2 diag nostic x “Vay table 
quick rundown on the many other Constellation features 

that radiologists find so appealing. Call him in any time... 
or ite 

Picker X-Ray Corp., 25 So. Broadway, White Plains, N. Y. 
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INFORMATION FOR CONTRIBUTORS 


THE JOURNAL OF THE AMERICAN OSTEOPATHIC ASSOCIA- 
TION is the official scientific publication of the American 
Osteopathic Association. Articles are accepted with the 
understanding that they have not been published or ac- 
cepted for publication elsewhere. 


MANUSCRIPTS 


1. Manuscripts should be typed in triplicate, the original 
and carbon sent to THE JOURNAL, and one carbon kept 
by the author. All copy, including quotations, footnotes, 
tables, references, and legends for figures, should be 
double-spaced, with ample margins. 

2. References are required for all material derived from 
the work of others, whether or not authors’ names are 
mentioned. Reference numbers should be assigned in 
order of reference in the article. Each reference must in- 
clude the name of the author and the full title of the 
article or book. For periodicals, the name, volume num- 
ber, complete date, and inclusive paging of the article are 
required. For books, the edition, the name and location 
of the publisher, and the year of publication are required. 
Exact page numbers must be given for all direct 
quotations. 

3. The author’s degrees and teaching affiliatiens should 
be given. 


4. The article should end with a comprehensive summary. 


ILLUSTRATIONS 


1. Photographs should be unmounted, untrimmed, glossy 
prints. 

2. Figure charts, tables which are to be engraved, and 
lettering on prints should be in black (India) ink on good 
quality white paper. Lettering must be large enough to 
be read when reduced. 

3. Original roentgenograms or slides can be used for 
reproduction, but direct-contact glossy prints from orig- 
inals are preferable. ° 

4. All illustrations must be numbered and the top indi- 
cated. If original roentgenograms or slides are submitted, 
the front also must be indicated. 

5. Good illustrations enhance the value of articles, and 
contributors are encouraged to submit illustrative mate- 
rial with manuscripts. 

6. When illustrations which have appeared elsewhere 
are submitted, full information should be given about 
previous publication, whether or not permission has been 
obtained, and credit to be given. 


COPIES OF THE JOURNAL 


1. Three copies of THE JouRNAL containing his article 
will be sent to the author on request. 


REPRINTS 


1. A price list with information for ordering reprints 
is sent with galley proofs. 


FOR ADDITIONAL INFORMATION, 
PLEASE WRITE TO THE EDITOR 


| JC 
. 
: 
| 
: 
f | : 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
{ 


1 Therapeutic corticosteroid action may be explained 


9 The enhanced potency of the “Meti” steroids 


3 Corticosteroids can alter the triple response 


What’s Your. | 
Corticosteroid Score? 


True False 


by the inhibition of antigen-antibody reactions. 


is partly due to a slower metabolic rate. 


to intradermally administered histamine. 


See below for answers. 


scores highest in clinically important tests 
METICORTEN’ 


prednisone 


Unsurpassed effectiveness with minimal mineralocorticoid 
activity —proved in practice. These are the observations 
confirmed in hundreds of published papers by clinical 
investigators using METICORTEN in the most complete 
variety of steroid-responsive disorders. 


METICORTEN—1, 2.5 and 5 mg. tablets. 
Meti,® brand of corticosteroids. 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 
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meprobamate 

continuous 

capsules 


Evenly sustain relaxation of mind and muscle ‘round the clock 


MEPROSPAN THERAPY 


TABLET THERAPY | 
\ 


TWO MEPROSPAN CAPSULES IN THE MORNING TWO MEPROSPAN CAPSULES AT BEDTIME 
RELIEVE ANXIETY, TENSION AND SKELETAL MUS- 2 PROVIDE UNINTERRUPTED SLEEP THROUGH- 
CLE SPASM THROUGHOUT THE DAY. ® OUT THE NIGHT. 


MILTOWN® IN CONTINUOUS RELEASE CAPSULES 


® maintains constant level of relaxation 
= minimizes the possibility of side effects 
® simplifies patient’s dosage schedule 


Dosage: Two Meprospan capsules q. 12 h. 
Supplied: Bottles of 30 capsules. 

Each capsule contains: 

Meprobamate (Wallace) 200 mg. 


2-metny!-2-n-propyl-1,3-pr 


*TRADE-MARK CME-6557-48 Literature and samples on request. 


@) WALLACE LABORATORIES, New Brunswick, N. J. 
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MEPROSPAN THERAPY 


common denominator: a.p. 


Worlds apart —plumber, 
pediatrician, press agent, 
counterman—these people have one 
thing in common: angina pectoris. 
Each one is receiving Peritrate 

20 mg. q.i.d. as “basic therapy,” 
providing long-acting coronary 
vasodilatation for fewer, less severe 
attacks, increased exercise 
tolerance, and reduced 
nitroglycerin dependence. 


In one or another, however, 
underlying apprehensions, sudden 
stress situations, unpredictable daily 
schedules call for “basic therapy” 
plus individualized treatment. 

Broad coverage protection for 

each patient is afforded by a 
Peritrate formulation in terms of 


daptable 
rophylaxis 

ngina 
ectoris 


a ® 
“basic therapy” 
for the apprehensive patient 
brand of pentaerythritol tetranitrate Peritrate with Phenobarbital 
3 for congestive failure 
Peritrate with Aminophylline 
for convenient 24-hour protection 
Peritrate Sustained Action 
MORRIE PLAING, 1.3. to relieve the acute attack 
Peritrate with Nitroglycerin 
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Consensus: 
T he p referred antidote 
for anticoagulant-induced | 
hypoprothrombinemia 
tt is ‘Mephyton’ (vitamin K,). | 
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",..has a more prompt, more potent and more prolonged 
effect than the vitamin K analogues....Its 
reliability in treating undue hypoprothrombinemia 
from anticoagulant therapy is of particular 
importance. [Mephyton] can be depended on to 
reverse anticoagulant-induced hypoprothrombinemia 
to safe levels whether bleeding is only potential 
or actually has occurred." 

Council on Drugs: New and Nonofficial Drugs, 
Philadelphia, J. B, Lippincott Co., 1958, p. 620. 


"For correction of the anticoagulant effect of the 
coumarin compounds, vitamin Ki is much more 
effective than are the water-soluble preparations 
of menadione." 

Barker, N. W.: Fundamentals of anticoagulant 
therapy, Minn. Med. 41:252, April 1958. 


For coumarin overdosage, "Vitamin K,, given 
intravenously, in an oil emulsion will act as soon 
as two hours after injection. It is the treatment 
of choice in such conditions." 
Kupfer, H. G., and Kinne, D. R.: Anticoagulants, 
theoretical considerations and laboratory control, 
Virginia M. Monthly 85:230, May 1958. 


"...I would strongly urge the use of vitamin K,...if an 
antidote is necessary for the hypoprothrombinemia 
produced by the coumarin anticoagulants or 
the indandiones." 


Meyer, 0. 0.: Use of anticoagulants in the treatment of 
coronary artery disease, Postgrad. Med. 24:110, Aug. 1958. 


chemically identical with naturally-occurring vitamin K, 


Vitamin K, 


Dosage: Orally, to modify anticoagulant effects: 5 to 10 mg. initially; 15 to 25 mg. for more 
vigorous action. Intravenously, for anticoagulant-induced bleeding emergencies, 10 to 50 
4 mg.; may be repeated as indicated by prothrombin time response. (Some clinicians advise 
i their patients to keep a supply of tablets on hand at all times; if gross bleeding occurs, 
4 the patients are instructed to take 10 mg. and phone the doctor.) 


Supplied: Tablets, 5 mg.; bottles of 100. Emulsion, each 1-cc. ampul contains 50 mg.; boxes of 6 ampuls. 
MEPHYTON is a trademark of Merck & Co., Inc. 


MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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CONTRACEPTION 


offers you the most for your discriminating patients 


Contains: Koromex Coil spring diaphragm 
Koromex Jelly—regular size tube 
Koromex Cream—trial size 
(inclusion of jelly and cream allows 
patient to select the one best suited 
to physiological variants) 
Koromex Introducer 
*Sanitary plastic, zippered storage bag, washable, appealingly feminine 


Also available with flat spring Koromex or with arcing diaphragm 
(Koro-Flex) 


HOLLAND-RANTOS CO., INC.+145 HUDSON STREET-NEW YORK 13, N.Y. 
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even if 


Pawar ox tablet 
Specific tor skeletal muscle spasm 
Acetaminophen 


uloskeleta 


pan 


300 and prednisolone 1.0 mg. 


tindications. that apply to all steroids 
en be kept in mind when pre 
PARATON WITH PREDNISOLO: 


; 
wage: One to two tab ets three or four 


“A Statistical Study of the Osteopathic Profession-December 31, 1957.” 
Published by the American Osteopathic Association, November 1, 1958. 


' An attractive 40-page booklet in color, illustrated with tables and charts. 
The first complete study of osteopathic physicians and surgeons 

pertaining to distribution by geographic location and population of 

practice community, licensure, type of practice, activity if not in practice, 

preprofessional college and earned degrees, internships, and residencies, 


age distribution, number of new graduates and number of deaths by year, etc. 


Special Offer! 2 copies for one dollar. 


A STATISTICAL STUDY OF THE OSTEOPATHIC PROFESSION 
American Osteopathic Association 
212 E. Ohio St., Chicago 11, Illinois 


ORDER NOW! 
Only limited supply available. 
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FOR Proven 
with extra relief from anxiety and tension 


The vast majority of meno- 
pausal women, especially 
on the first visit, are nerv- 
ous, apprehensive, and 
tense. PMB-200 or PMB- 
400 gives your patient the 
advantage of extra relief 
from anxiety and tension, 
particularly when the pa- 


tient is “high strung,” un- : 


der prolonged emotional 
stress, or when psychogenic 
manifestations are acute. 
Proven menopausal bene- 
fits are confirmed by the 
wide clinical acceptance of 
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“Premarin,” specifically 
for the relief of hot flushes 
and other symptoms of es- 
trogen deficiency, together 
with the well established 
tranquilizing efficacy of 
meprobamate. 


Two potencies to meet the 
needs of your patients: 


“PREMARIN@ WITH MEPROBAMATE* 


PMB-200—Each tablet 
contains conjugated estro- 
gens equine (“Premarin’’) 
0.4 mg., and 200 mg. of 
meprobamate. When 
greater tranquilization is 
necessary you can pre- 
scribe PMB-400 — Each 
tablet contains conjugated 
estrogens equine (“Prem- 
arin’’) 0.4 mg., and 400 mg. 
of meprobamate. Both 
potencies are available in 
bottles of 60 and 500. 

AYERST LABORATORIES 


NewYork16,N.Y.,Montreal,Canada 


*MEPROBAMATE, LICENSED UNDER U. 8. PAT. NO. 2,724,720, 6917 
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brand of nitrofurantoin 


in each patient: 2 million reasons for using FURADANTIN first 
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yelonephritis 


“the most important concept is that it is a tubular disease” 


In addition to simple glomerular filtration, 
FURADANTIN is actively excreted by the cells of the tubules. 


a most important 
characteristic: 


effective at the 


tubular level 


In the medical management of pyelonephritis, it is important to select an agent such 
as FuraDANTIN which—in addition to its glomerular filtration—is secreted by the 
cells of the tubules. Sulfonamides, however, both free and acetylated, are excreted 
primarily by glomerular filtration? and “the mechanism of excretion of tetracycline 
is solely a glomerular filtration process without tubular involvement.”8 


Tubular excretion—a significant and singular characteristic of FuRaDANTIN—is but 
one reason why “the protracted administration of nitrofurantoin [FuRADANTIN] to 
patients with ineradicable urinary tract infection, particularly chronic pyeloneph- 
ritis without demonstrable obstruction, may usefully complement the medical 
management of this difficult problem.”* 


Available as Tablets, 50 and 100 mg.; Oral Suspension, 25 mg. per 5 cc. tsp. 


References: 1. Smith, I. M., and Lenyo, L.: Am. Practitioner 9:78, 1958. 2. Bass, A. D.: Chemo- 
therapy of Bacterial Infections II: Sulfonamides, in Drill, V. A., ed.: Pharmacology in Medicine, 
New York, McGraw-Hill Book Co., Inc., 1954. 3. Pindell, M. H., et al.: J. Pharm. Exp. Ther. 
122:61A, 1958. 4. Jawetz, E., et al.: A.M.A. Arch. Int. M. 100:549, 1957. 


NITROFURANS—a unique class of antimicrobials—neither antibiotics nor sulfonamides 'g) 
2 


EATON LABORATORIES, NORWICH, NEW YORK 
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gastroenteritis 
motion sickness 
pregnancy 

anxiety and tension 
infectious diseases - 
antibiotic therapy 
surgical anesthetics 
radiation therapy 
chronic alcoholism 
drug intoxication 
Available: 

Tablets, 

Spansule® capsules, 
Ampuls, 

Multiple dose vials, 


Suppositories 


and Syrup. 


& FRENCH LABORATORIES 


ku 


skeletal muscl@s 
relaxant 


Chemically unlike any other muscle 

relaxant, Sinaxar is 

© consistently effective in the majority 
of cases 

@ long acting: no fleeting effects 

@ purely a skeletal muscle relaxant... 


free of adverse physical or psychic 
effects frequently encountered with 


tranquilizers 


posaGE: Two tablets three or four times daily. 


SUPPLIED: 200 mg. tablets in bottles of 50. 


INDICATIONS: Any condition involving skeletal muscle 
spasm, as musculoskeletal disorders: acute and chronic 
back ache; arthritides; bursitis; disc syndrome; fibrositis; 
myalgia; myositis; osteoarthritis; following orthopedic 
procedures; rheumatoid arthritis; spondylitis; sprains 
and strains; torticollis; neurologic disorders: cerebral 
palsy; cerebrovascular accidents; cervical root syndrome; 
multiple sclerosis. 


ARMOUR 


| A ARMOUR PHARMACEUTICAL COMPANY ¢ A Leader in Biochemical Research © KANKAKEE, ILLINOIS 
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“right choice”, 


staph or “gram-negatives” 


: 
— 
Meristol) 
_ 


POSTABORTAL SEPSIS 
“PROMPT DEFERVESCENCE” AND RECOVERY WITH KANTREX 
WPHOSPITAL DAYS 1 2 3 4 5 6 7 8 


+ + 


in Infections 

(dve to steph er “gramnegetives” } 
sepsis dhe to 


with 
102 and albus had 
101+ “prompt and 
recovery with WANTRER 
Discharged 2 other antibioties had proved i 
f nefiectiv« No e:tects 
| were observed 
WBC X 1000 13.4 20 64 Ka 
E. coli Re bury Banta 
Staph. ._M.. and Schwainburg, 
N Acad. Sel. '76:348, 


APPENDICEAL ABSCESS 


“DRAMATIC” RESULT WITH KANTREX AFTER OTHER ANTIBIOTICS FAIL 
HOSPITAL DAYS 2 . $ 6 ‘ 8 10 12 14 16 18 20 22 24 
1057 
1044 
1034 


1024 


KANTREX (mg. /kg./dey) 


STAPH PNEUMONIA “ 
KANTREX SUCCESSFUL; 3 OTHER ANTIBIOTICS INEFFECTIVE 


ALOAYS 1 2 3 4 5S 6 7 8 9 10 11 12 13 14 158 16 17 p 
Pleural (dve star 

drainage fan vith 

| derma anc 
Stapt fus showed & 
Promp neficial effect and 
tecovery with 
x after 2: ofher anti 
149 154 223 15.094 8.1 94 9.0 alter: oth: 
i proved 
ful. “Ne serious untoward 
réaction were. observed.” 
Ril Antibes 

Ante! 1958-1968. 


pe; re ehnitety) : 

| KANAMYCIN SULFATE INJECTION 
BRISTOL LABORATORIES INC., Syracuse, New Yo KANTREX sensitivity dises and comprehensive 
literature available on request. 
| 


| For prompt. therz ic results, | is the mt choice 
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VITERRA Pediatric). 

VITERRA 

cies are indicated. 

VITERRA Capsules: 10 vitamins, 11 min- 
erals for balanced daily supplementation. 
Now in a soft, soluble capsule this small 
for added patient convenience. 

VITERRA Tastitabs: virerra the way chil- 
dren like it best. Chew it, swallow it, let 
it melt in the mouth. Dissolve it in liquids, 
or add it to the formula. 

convenient, delicious 

Vv RA Pediatric in the unique new 
Metered-Flow bottle. 

Dosage: usually one capsule or 

Tastitab daily. 

Supplied: capsutes: in 30's and 100’s. 
TASTITABS: bottles of 100. 

VITERRA PEDIATRIC: 50 cc. bottles. 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being 


{ 
That's the patton with the right form of ready to recover | 
sive vitamin-mineral formula is ideal in ready to rebuild 
frank nutritional deficiency states (VITERRA a 
Therapeutic) or in daily supplementation ready to resist 
| 
NS 
A-19 


*1. Borrus, J. C.: J 
5. 3. Lemere, F.: 


Augenh 
26(2):143, 16. 


gurol. {1}:36, J 


of nervous, tense patients 


recovered or improved 


For your patients, Miltown promptly checks emotional and 
muscular tension. Thus, you will make it easier for them to 
lead a normal family life and to carry on their usual work. 


For you, the choice of Miltown as the tranquilizer means the 
comfortable assurance that it will relieve nervousness and ten- 
sion without impairing your patient’s mental efficiency, motor 
control, normal behavior or autonomic balance. 


Supplied: 400 mg. scored tablets, 200 mg. sugar-coated tablets; bottles of 50. 


Wy WALLACE LABORATORIES, New Brunswick, N. ]. 
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for fast, comprehensive relief of hay fever distress 


® You can help your allergic patients 
to enjoy greater comfort during the 
hay fever season by prescribing 
BENADRYL. Its potent antihistaminic 


ANTIHISTAMINIC-ANTISPASMODIC nasal Blockage, rhinor- 
Se: rhea, sneezing, itching,-and related 


allergic reactions, while its atropine-like antispasmodic action suppresses bronchial and gastrointes- 

tinal spasm. BENADRYL Hydrochloride (diphenhydramine hydrochloride; Parke-Davis) is available 

in a variety of convenient forms including: Kapseals,® 50 mg. each; Kapseals, 50 mg., with ephedrine 

sulfate, 25 mg.; Capsules, 25 mg. each; Elixir, 10 mg. per 4 cc.; and Emplets,® 50 mg. each, for delayed 

action. For parenteral therapy, BENADRYL Hydrochloride Steri-Vials,® 10 mg. per cc.; and Ampoules, 

50.mg perce. : 

; IP) - PARKE, DAVIS & COMPANY: DETROIT 32, MICHIGAN 
ER 4 
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Record of patient with congestive failure, treated at a leading 
Philadelphia Reagent. Photos used with permission of the patient. 


marked pitting edema 


cleared days 


with Esidrix 


Highest fluid yields, lowest blood-pressure levels yet 


achieved with oral diuretic-antihypertensive therapy. 


Indicated in: 

congestive heart failure 
hypertension 

hypertensive vascular disease 
premenstrual edema 
toxemia of pregnancy 


edema of pregnancy 
steroid-induced edema 
nephrosis 

nephritis 

_f I B A SUMMIT, N. J. 


DOSAGE: Esidrix is administered orally in 
an average dose of 75 to 100 mg. daily, 
with a range of 25 to 200 mg. A single 
dose may be given in the morning or 
tablets may be administered 2 or 3 times 
a day. 

SUPPLIED: Tablets, 25 mg. (pink, scored); 
bottles of 100 and 1000. Tablets, 50 mg. 
(yellow, scored); bottles of 100 and 1000. 


2/2695mK 


Serpasil 


lds CIBA) 


e for the anxious hypertensive 
with or without tachycardia 


Journat A.O.A. 
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L.S., 81-year-old patient with complaint 
of painless hematuria admitted to hos- 
pital on 3/3/59. Past history included 
congestive heart failure of 15 years’ du- 
ration. Clinically significant symptoms: 
expiratory wheezes over entire chest; 
bilateral coarse rales of both bases; 
slight abdominal distention (without evi- 
dence of ascites); palpable liver 2-3 
fingerbreadths below rib cage; bilat- 
eral pitting edema (4++) of pretibial 
and ankle areas. Admission diagnosis: 
hematuria of unknown origin; arterio- 
sclerotic cardiovascular disease; poorly 
compensated heart failure; and chronic 
pulmonary fibrosis with pulmonary 
insufficiency. 


Patient was put on regimen of bed rest, 
moderate salt restriction, digitalis and 
pulmonary decongestants. When ankle 
edema, hepatic congestion and rales 
failed to clear by 3/6, Esidrix 50 mg. 
b.i.d. was ordered. By 3/8 L.S. had 
lost 3 pounds. Rales decreased; there 
was 1+ pitting edema of ankle area 
only. He felt more comfortable, was 
able to enjoy reading newspapers and 
magazines in bed. 


Ambulatory on the 4th day of Esidrix 
therapy, L.S. visited his neighbors 
down the hall, played checkers with 
another patient. There was no evidence 
of ankle edema. By 3/11, patient's 
weight had dropped 2 more pounds 
and rales were gone. Patient tolerated 
cystoscopy and fulguration of a small 
bleeding polyp in his bladder on 3/12 
very well. On 3/14 he was discharged. 


Patient L.S. 
Date 3/4 3/5 3/7 3/8 3/9 3/10 3/11 3/12 . 3/13 
owner (mi.) 840 690 2140 1230 660 1220 1350 ions ned 
Weight (ibs.) 139 -- 136 134 
0 100 100 100 100 100 50 100 


(mg./ day) 


Esidr 


relieves edema in many patients refractory to other diuretics’ 


TM. 


(hydrochlorothiazide CIBA) 


= often produces greater weight loss than parenteral mercurials 


or chlorothiazide’ 


provides a greater average reduction in blood pressure than chlorothiazide*® 
is exceptionally safe... reduces the likelihood of electrolyte imbalance 


1. Brest, A. N., and Likoff, W.: ani, Cardiol. 3:144 (Feb.) 1959. 2. Clark, G. M.: Clinical report to CIBA. 
3. Dennis, report to CIBA. 


E. W.: Clinical 
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The look of 3 A.M. | 


“Send tetanus antitoxin!’”’ The call had come from a 
Baltimore hospital. An accident victim. Jack Normile 
snapped the receiver in place. Minutes later, 

he and a Wyeth detail representative were at the 
refrigerator of the Wyeth Baltimore Warehouse, 

and the drug was on the way. 


Emergency service like this is a matter of course to 
Jack Normile. One of the “‘night-people”? No, but 
it often seems so to physicians, pharmacists, and 
hospitals with a sudden need for a drug after hours. 
As Wyeth’s Branch Warehouse Manager in 
Baltimore, Jack makes certain that he or one of his 
staff can be reached no matter what time it is. 


Jack Normile has been in the thick of things almost 
from the day he joined Wyeth eighteen years ago in 
Chicago. Now serving thousands at professional and 
trade levels in Maryland and surrounding states, 

he assures the ready availability of products 

for medical practice. Whatever is needed, 

whenever and wherever it’s needed, he sees to it 
that the drugs go out. 


And all this is repeated in the fourteen other Wyeth 
Warehouses strategically situated throughout the 
country to serve the fifty states. Like Jack Normile 
and his staff, Wyeth Warehouse people everywhere 
are part of a network of service to physicians— 

a team prepared day in and day out for both the 
routine and the emergency needs of medical practice. 


Wieth 


® 
Philadelphia 1, Pa. 
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the pattern of 


POTENTIATED 
TETRACYCLINE 


therapy 


capsules 
125 mg., 250 mg. 


oral suspension 
orange flavored, 2 oz. bottle, 125 mg. 
per teaspoonful (5 cc.) 


pediatric drops 

orange flavored, 10 cc. bottle (with 
calibrated dropper), 5 mg. per drop 
(100 mg. per cc.) 


Pfizer) Science for the world’s well-being 
and high initial antibiotic blood levels are factor PFIZER LABORATORIES 
recoveries. Glucosamine potentiation the fastest, fizer.& Co., Inc. 
vetracycline levels available with oral therap ibliography and 
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WHO'S TO BLAME? 


Food faddists come in all ages, shapes, sizes 
and varieties. They attach almost magical prop- 
erties to some foods. They think other foods 
tabu, even poisonous. 

The quack cashes in. He promotes or sells 
ideas or products on the claim they will cure 
a faddist’s real or imagined ills. The quack 
promises to restore youthful charm and vigor; 
to reduce weight without diet change, strain or 
harm; to protect his fearful customer against 
the supposed impoverishment of modern foods. 

Food faddism costs Americans an estimated 
half-billion dollars a year. But there is a tragic 
larger bill. Fad diets endanger health dependent 
on good nutrition. The faddist gluts himself on 
foods of fancied benefit and shuns foods sup- 


ENRICHED... 


and whole wheat flour foods 
are listed among the “Es- 
sential Four’ food groups 
set up by the Bureau of 
Human Nutrition—U.S. De- 
partment of Agriculture. Diet 
selected from these foods 
provides ample protein, vi- 


tamins and minerals. 
NAME 


FREE - USE COUPON OR SEND R, BLANK 


To: Wheat Flour Institute 
309 West Jackson Blvd., Chicago 6, Illinois 


Please send me samples of your nutrition education materials, plus _ 
suggestions for the coordination of community campaigns in nutrition. 


plying needed nutrients. Money better spent 
for groceries often goes for extravagantly priced 
‘thealth foods,” or for unnecessary or even haz- 
ardous potions, pills and nostrums. 


WHO’S TO BLAME? 


You may agree ... food faddism persists for 
just one reason— public ignorance. Responsi- 
bility for education to overcome this ignorance 
is shared by all with professional knowledge — 
the physician, dentist, dietitian, nurse and nu- 
tritionist. It is a responsibility shared, too, by 
those who make or sell food. 

Wheat growers, millers, and bakers (as well 
as other businessmen in the farm-to-table chain 
of food) support continuing nutrition education. 
May we send you some of our materials, and 
receive your suggestions on how all may work 
together more effectively to defeat food faddism 
and quackery? 


Dept. JAOA 


(Please print) 


‘WHEAT FLOUR INSTITUTE an 


ADDRESS. 


ZONE STATE 


working for a healthier America through nutrition 
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NOW -YOU CAN PRESCRIBE THE UNSURPASSED ADVANTAGES 


superior antiallergic efficacy 


A-28 


with newlow dosage | 


NEW 


e combines the anti-inflammatory, antiallergic and antihista- 
minic effects of two agents—ARISTOCORT and chlorphenira- 
mine which, separately, have been proved highly effective in 


the treatment of allergy 


e — permits greater latitude in adjusting dosage to minimum level 
needed for maintenance, because ARISTOCORT and chlor- 
pheniramine are supplied in the lowest dose tablets available 


for each component alone 


e supplies ascorbic acid for increased demand in stress conditions 


Indications: Generalized pruritus of allergic origin; hay 
fever, allergic rhinitis, perennial asthma, seasonal and 
perennial rhinitis, vasomotor rhinitis; drug reactions 
and other allergic conditions. 


Dosage: One to eight capsules a day in divided doses. 
Dosages should be established on the basis of individual 
therapeutic response. 


Precautions: Drowsiness may occur, and is usually 
due to the antihistamine effect. Occasionally this may 
also cause vertigo, pruritus and urticaria. Because of 
the low dosage, side effects with Ar1sTOMIN have been 
relatively infrequent and minor in nature. However, 
since Aristocort Triamcinolone is a highly potent 
glucocorticoid with profound metabolic. effect, all pre- 
cautions and contraindications traditional to cortico- 


steroid therapy should be observed. Discontinuance of 
therapy must not be sudden after patients have been on 
steroids for prolonged periods. It must be carried out 
gradually over a period of as much as several weeks. 


Further information available on request. 


Supply: Each Aristomin Capsule contains: 


AristocorT® Triamcinolone....... 1 mg. 

Chlorpheniramine Maleate......... 2 mg 

Bottles of 30 and 100 


References: 1. Maurer, M. L.: Clinical Report, cited 
with permission. 2. Levin, L.: Clinical Report, cited 
with permission. 3. Gaillard, G. E.: Clinical Report, 
cited with permission. 
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5ES MRISTOCORT IN ANTIHISTAMINE COMBINATION 


comments by 

clinical investigators: 

“TI would conclude that ARISTOMIN 

is truly a worthwhile aid in treating 
° 1 


allergic problems. 

“The results have been uniformly 
good. The patients have stated that 
their symptoms were very much 
relieved. I have not encountered any 
side reactions except from one 
patient, who complained of some 
drowsiness, which I attribute to the 
antihistamine.””* 

“In general . . . it [ARISTOMIN] is 
an excellent product. Over-all, it 
appears to be more effective than 
any simple antihistamine we have 
used. Despite the fact that we 
employed it in the treatment of a 
variety of nonselected individuals 
and problems, we had excellent and 
good results in 25 of the 39 


patients.””* 


Steroid-Antihistamine Compound LEDERLE 


(lung x 65, injected with carbon-gelatin) 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, N. Y.. 
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Reports in 
hundreds of 
leading journals 
and scores of 
standard textbooks 
reflect the position 
of Gantrisin as drug 
of choice in 

urinary and 

other bacterial 
infections. 


GANTRISIN®—brand of sulfisoxazole 


LABORATORIES 
Division of 
Hoffmann-La Roche Ine. 
Nutley 10, N. J. 
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there’s pain and 

inflammation here... 

it could be mild 

or severe, acute or_& 
chronic, primary 

secondary fibrositis = 


: 
| 
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more potent and comprehensive treatment 
than salicylate alone 

.. assured anti-inflammatory effect of low-dosage 
corticosteroid’ . . . additive antirheumatic action of 
corticosteroid plus salicylate?* brings rapid pain 
relief; aids restoration of function . . . wide range 
of application including the entire fibrositis syn- 
drome as well as early or mild rheumatoid arthritis 


more conservative and manageable than full- 
dosage corticosteroid therapy— 


.much less likelihood of treatment-interrupting 
side effects'* . . . reduces possibility of residual 
injury ... simple, flexible dosage schedule > 


THERAPY SHOULD BE INDIVIDUALIZED 
, acute conditions: Two or three tablets four times daily. After 
desired response is obtained, gradually reduce daily dosage 
‘and then discontinue. 


subacute or chronic conditions: Initially as above. When sat- 
isfactory control is obtained, gradually reduce the daily 
dosage to minimum effective maintenance tevel. For best 
results administer after meals and at bedtime, 


precautions: Because siGMAGEN contains prednisone, the 
same precautions and contraindications observed with this 
steroid apply also to the use of sIGMAGEN. 


Cc 


tablets 


orticoid-salicylate compound 


Composition 
METICORTEN® (prednisOMe): 0.75 mg. 
Acetylsalicylic acid 325 mg. 
Aluminum hydroxide 75 mg. 
Ascorbic acid 20 mg. 


Packaging: sicmaGen Tablets, bottles of 100 and 1000. 
References: 1. Spies, T. D., et al.: J.A.M.A. 1592645, - 
1955. 2. Spies, T. D., et al.: Postgrad. Med. 17:1, 1955. 
3. Gelli, G., and Della Santa, L.: Minerva Pediat. 
7:1456, 1955. 4. Guerra, F.: Fed. Proc. 12:326, 1953. 
5. Busse, E. A.: Clin. Med. 2:1105, 1955. 6. Sticker, 
R. B.: Panel Discussion, Ohio State M. J. 52:1037, 1956. 
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cushioned 
comfort 


with a sense of security... 
absence of fear... 
relaxation 


For your patient with the desire or need to remain nonpregnant, the RAMSES technique — dia- 
phragm and jelly* — offers the real security of a method which reduces the likelihood of 
conception by at least 98 per cent." 


Comfort in the rim—plus full protection. The RAMSES® Diaphragm with cushion-soft 
rim, flexible in all planes, permits complete freedom of movement. It affords ease and permits the 
patient to relax without risk of irritation. RAMSES Jelly, the “ten-hour” spermicide, is uniquely 
suited for use with the RAMSES Diaphragm. It is not a static jelly or cream, but flows freely over 
the rim and surface to lubricate the diaphragm, add to comfort and protect the patient for ten 
full hours. 


After fitting the diaphragm, prescribe the complete unit —-RAMSES “TUK-A-WAY” Kit #701 
with diaphragm (sizes 50 to 95 mm.), introducer and jelly in attractive, new zipper case. At all 
pharmacies. 


1. Tietze, C.: Proceedings, Third Inter- 
national Conf: Planned P; hood, 1953. 


*Active agent, dodecaethyleneglycol 

monolaurate 5%, in a base of RAM SE ~ ® 
long-lasting barrier effectiveness. 

RAMSES and “‘TUK-A-WAY” are registered 

trade-marks of Julius Schmid, Inc. 


JULIUS SCHMID, INC., 423 West 55th Street, New York 19, N.Y. 
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blood dyscrasia 


jaundice 


+ Parkinsonism 


q pe to greater specifi of joqical dict roan as seen il In 


remarkable lack of side effects 


In more than 3,000 carefully-followed patients, Mellaril has been 
almost completely free of such major side effects as jaundice, 

extrapyramidal symptoms, Parkinsonism, blood dyscrasia, dermatitis— 
even when given in quantities far in excess of the usual dosage. 


“POVERTY” OF SIDE EFFECTS 

“The most striking aspect of thioridazine [Mellaril] 
therapy is the poverty of side effects....In its lack of 
side effects and low toxicity, it is superior to all other 
tranquilizing drugs tested. For this reason also it is well 
tolerated by patients, particularly those who are not 
hospitalized and who frequently discontinue their medi- 
cation because of dizziness, sleepiness, increased tension 
or parkinsonism with other drugs.” 


NEGLIGIBLE SIDE EFFECTS 

“Side effects were negligible at all dosage levels: no 
incidence of parkinsonism or other extrapyramidal 
symptoms. Minimal sedation, on the whole lower than 
with other tranquilizing agents. No alteration in liver 
function, urine or blood. No photosensitivity. Patient 
acceptability was exceptional: lack of drowsiness, leth- 
argy or ‘washed out’ feeling, permitted patients to carry 
on normal everyday activities. Orthostatic hypotension 
was absent. The initial ‘keyed up’ tense feeling common 
to other drugs of this type was absent. ... Patients forced 
to interrupt treatment with other phenothiazine deriva- 
tives because of parkinsonism or other extrapyramidal 
symptoms were able to continue therapy with thiorida- 
zine without appearance of parkinsonism.” * 


SINGULARLY FREE OF SIDE EFFECTS 
“The extrapyramidal syndrome was not encountered in 


any of its forms. Dizziness and sleepiness responded to a 
reduction in dosage. Other side effects did not occur.... 
It is singularly free from the side effects ordinarily seen 
with these [phenothiazine] compounds.”* 


ABSENCE OF SIGNIFICANT SIDE EFFECTS 
“None of the following toxic effects, so common after 
administration of the phenothiazines, was present during 
the period of Thioridazine administration: Parkinson- 
ism or Parkinson-like symptoms, photosensitivity, ortho- 
static hypotension, bone-marrow depression.” ! 


MINIMAL SIDE EFFECTS 

“Side effects such as extrapyramidal activity, jaundice 
and photosensitivity have not been observed in patients 
treated with Thioridazine [Mellaril]. Extrapyramidal 
side effects produced by other phenothiazines have 
disappeared promptly with no deterioration in the be- 
havioral response when these patients have been shifted 
to Thioridazine.”5 


NO JAUNDICE 

“No allergic reactions were observed such as skin erup- 
tions, jaundice or agranulocytosis. Central nervous 
system toxicity, as manifested by extrapyramidal effects, 


seizures, and excitement did not occur despite the use 
of high doses (up to 2000 mg.) of the drug.”® 
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PSYCHIC 


a new advance in tranquilization: 
greater specificity of tranquilizing action plus fewer side effects 


oS Of 109 phenothiazines synthesized by Sandoz, Mellaril was 
es a once selected as the most promising on the basis of extensive evalu- 
ation. The presence of a thiomethyl radical (S-CH,) in the 
position conventionally occupied by a halogen in other pheno- 
iat aaa imamate thiazines is unique and could be responsible for the relative 
absence of side effects and greater specificity of psychothera- 

peutic action. This is shown clinically by: 


CH, 


1 A specificity of action on certain brain sites in contrast to the 
more generalized or “diffuse” action of other phenothiazines. This 
MELLARIL is evidenced by a lack of appreciable anti-emetic effect. 


anti-emetic 


inimal suppression of vomiting 


ittle effect on blood pressure 
nd temperature regulation 


2 Less “spill-over” action to other brain areas — hence, 
absence of undue sedation, drowsiness or autonomic 
nervous system disturbances. 


3 A notable absence of extrapyramidal stimulation. 


ng suppression of vomiting 4 Lack of impairment of patient’s normal drive and energy, 
pening of blood pressure while achieving psychomotor control in 


nervous sy’ temperature regulation mental an d emotional disor ders. 
. hrsterd 5 Virtual freedom from toxic effects — jaundice, 
P = na photosensitivity, skin eruptions, disturbed body 


temperature regulation, blood forming disorders have been 
absent in reports currently available. 


These properties add up to a greater margin of safety in general office practice, 
in ambulatory psychiatric out-patient clinics, and in hospitalized patients. 
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excellent clinical response 


In office practice and in hospitalized patients, Mellaril has proved 
highly useful for a wide variety of major and minor emotional 
disorders (such as anxiety, tension, apprehension, alcoholism, 
agitated psychoneurosis, agitated psychotic states, etc.). 


EXTREMELY SATISFACTORY “.. . produced extremely satisfactory results 


in the broad therapeutic range represented in this series.” * 


POTENT AGENT “... appears to be a potent agent in the symptomatic 


management of a variety of psychiatric states.” * 


MAJOR ADDITION TO THERAPEUTICS “This drug appears to represent a 
major addition to the safe and effective treatment of a wide range of psychological 


disturbances seen daily in the clinics or by the general practitioner.” 


AN ACTIVE AGENT “Thioridazine is an active therapeutic agent. . . . 

It is effective in a variety of psychiatric disorders, including schizophrenic 
reactions. .. . The drug is particularly advantageous for a group of schizophrenic 
patients who are sometimes made worse by other phenothiazine 

derivatives or Rauwolfia alkaloids. It should also be suitable for treating patients. 
with psychoneuroses and chronic brain syndrome.” ® 


EVEN IN VERY SEVERE CASES “Of the 152 patients treated 25 have been 
released and they have not suffered a relapse. This proportion is significant 

if we stop to consider that we are dealing only with acute cases which had been 
considered hopeless and obviously destined to finish their days in an asylum.”* 


EXCELLENT THERAPEUTIC RESPONSE “Patients with emotional 
tensions resulting from the stress and strain of life . . . were treated with 
Mellaril at the dosage level of 10 mg. three times daily. 

In 94 such patients, 83 obtained an excellent therapeutic response.” ® 


= 
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extremely satisfactory results...” 
in a Clinical spectrum ranging from 
minor nervous disorders to 
severe psychotic disturbances: 


RESULTS WITH MELLARIL IN 194 PATIENTS? 


ACUTE PSYCHOTICS CHRONIC PSYCHOTICS NEUROTICS 

83% satisfactory effect -68% satisfactory effect 57% satisfactory effect 
Some cases had complete re- Relief of symptoms in cases Some cases, complete relief of 
mission of symptoms. Most permitted easier management symptoms. Other cases, partial 
were able to return home to and a return to a more or less relief of symptoms. 
useful occupations. useful life. 


RESULTS WITH MELLARIL IN PATIENTS PREVIOUSLY TREATED WITH OTHER TRANQUILIZERS?® 


VERY 
DIAGNOSTIC CATEGORY IMPROVED SATISFACTORY SATISFACTORY UNSATISFACTORY 
% % % % 
SCHIZOPHRENIA 
Acute 89 61 28 11 
Chronic paranoid 84.2 31.6 52.6 15.8 
Chronic, other 73.9 91:7 52.2 26.1 
Residual 57.1 9.5 47.6 42.9 
CHRONIC BRAIN SYNDROME 66.6 33.3 33.3 33.3 
CHRONIC PSYCHONEUROSIS 62.5 12.5 50 37.5 
CHRONIC PSYCHOSOMATIC 
DISORDERS 75 25 50 25 
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a guide to administration and dosage 


Dosage ranges from 10 mg. three or four times a day in turbed hospitalized psychotics, dosages of 200 to 300 
milder situations to 25 mg. three or four times a day mg. three times a day may be administered. 
for more disturbed patients. In ambulatory psychiatric Dosage must be individualized according to the condi- 
out-patients, dosages of 50 to 100 mg. three or four tion and degree of response. In all cases, the smallest 
times a day have been found adequate. For severely dis- effective dosage should be determined for each patient. 
INDICATION USUAL STARTING DOSE TOTAL DAILY DOSAGE RANGE 
ADULTS 


Mental and Emotional Disturbances: 


MILD — where anxiety, apprehension 
and tension are present 10 mg. t.i.d. 20-60 mg. 


MODERATE — where agitation exists 
in psychoneurosis, alcoholism, 
intractable pain, senility, etc. 25 mg. tid. 50-200 mg. 
SEVERE — in agitated psychotic 
states as schizophrenia, manic 
depressive, toxic psychoses, etc.: 


100 mg. tid. 200-400 mg. 
Hospitalized 100 mg. tid. 200-800 mg. 
CHILDREN 
BEHAVIOR PROBLEMS IN CHILDREN 10 mg. t.i.d. 20-40 mg. 

PRECAUTIONS: Although possessing a unique structure particular, he should watch for potential hemopoietic 
and a selectivity of action which broadens its therapeutic depression, jaundice or orthostatic hypotension. As with 
ratio, the physician should be alert to the possibility of other phenothiazines, Mellaril is contraindicated in 
untoward reactions in certain susceptible individuals. In severely depressed or comatose states from any cause. 


SUPPLIED: MELLARIL Tablets, 10 mg., 25 mg., 100 mg. Bottles of 100. 


1. Ostfeld, A. M.: Scientific Exhibit, American Academy of General Practice, San Francisco, April 6-9, 1959. 2. Kinross-Wright, V. J.: Lecture, Clinical 
Meeting, American Medical Association, Minneapolis, Dec. 4, 1958. 3. Kinross-Wright, V. J.: Scientific Exhibit, Clinical Meeting, American Medical Associ- 
ation, Minneapolis, Dec. 2-5, 1958. 4. Cohen, S.: TP-21, a new phenothiazine, Am. J. Psychiat. 115:358, Oct. 1958. 5. Glueck, B.: Scientific Exhibit, American 
Psychiatric Association, Philadelphia, April 27-May 1, 1959. 6. Hollister, L. E., and Macdonald, B. F.: Presented at California Medical Association; Section on 
Psychiatry, San Francisco, Feb. 25, 1959. 7. Remy, M.: Schweiz. med. Wchnschr. 88:1221, Nov. 29, 1958. 8. Freed, S. C., in discussion on Thioridazine (Mellaril) 
in Psychiatric Patients, Hollister, L. E., and Macdonald, B. F., presented at California Medical Association; Section on Psychiatry, San Francisco, Feb. 25, 1959 


* controls neurotic and psychotic patients with anxiety, apprehension, nervous tension 

¢ virtual absence of jaundice, parkinsonism, photosensitivity, dermatitis 

¢ minimal sedation and drowsiness 

e¢ does not mask organic conditions such as brain tumors, intestinal obstruction, ete., 
because of lack of anti-emetic action 


* increased specificity of action results in greater safety at all dosage levels 


SANDOZ 
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TELEPHONE MESSAGE 


from 


address GO 


complaint 


the house-call antibiotic 


COSA-SIGNEMYCIN 


glucosamine-potentiated tetracycline with triacetyloleandomycin 


wide range of action is reassuring when culture and sensitivity 
tests are impractical 


More than 90 clinical references attest to the superiority and effectiveness of 
Cosa-Signemycin (Signemycin). Bibliography and professional information booklet 
available on request. 


capsu ces: 125 mg., 250 mg. 
ORAL SUSPENSION: raspberry flavored, 2 oz. bottle, 125 mg. per teaspoonful (5 cc.) 
PepiaTrRic props: raspberry flavored, 10 cc. bottle (with calibrated dropper), 
5 mg. per drop (100 mg. per cc.) 


> Science for the world’s well-being PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 


Brooklyn 6, N. Y. 


Vor. 58, JuLty 1959 
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SQUIBB TRIAMCINOLONE 


for all your 
patients 
starting 

on corticoids 


Kenacort safely starts your patients ' 
off right — with all the benefits of 
systemic corticosteroid therapy and 

few side effects to worry about. 
Increased corticoid activity is provided 
on a low dosage schedule!-3 without 
edema,!~ psychic stimulation,!- 

or adverse effect on blood pressure.!-3.5 
A low sodium diet is not necessary.*.5 
Gastrointestinal disturbances are 
negligible2:4.5 with less chance of peptic 
ulcer.4 This makes Kenacort particularly 
valuable in treating your “problem 
patients” — such as the obese or 
hypertensive and the emotionally disturbed. 


REFERENCES: + 1. Freyberg, R. H.; Berntsen, 
C. A., Jr., and Hellman, L: Arth. & Rheum. 
1:215 (June) 1958. + 2. Sherwood, H., and 
Cooke, R. A.: J. Allergy 28:97 (March) 1957. 

* 3. Shelley, W.B.; Harun, J.S., and Pillsbury, 
D. M.: J.A.M.A. 167:959 (June 21) 1958. 

+ 4. Dubois, E.L.: California Med. 89:195 
(Sept.) 1958. « 5. Hartung, E.F.: J.A.M.A. 
167:973 (June 21) 1958. 
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~ for all your 
arthritic 
patients 
requiring 
corticoids 


Kenacort, particularly in the treatment 
of your arthritic patients, has proved 
effective where other steroids have failed. 
It provides prompt, safe relief of pain, 
stiffness and swelling by suppressing the 
rheumatic process!.5 — and may even 
forestall crippling deformities if 

started soon enough. Because of its 
low dosage!’ and relative freedom 

from untoward reactions,!*5 Kenacort 
provides corticosteroid benefits to many 
patients who until now have been 
difficult to control. It is particularly 
valuable for arthritic patients with 
hypertension, cardiac disease, obesity 
and those prone to psychic disturbances. 


SUPPLIED: 

Scored tablets of 1 mg. — Bottles of 50 

Scored tablets of 2 mg. — Bottles of 50 

Scored tablets of 4 mg. — Bottles of 30 and 100 


@ 
tS A SQUIBB TRADEMARK 
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MORRIS PLAINS. N. J. 
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Hypothyroid patients 
4 with few exceptions must have 
__» lifetime thyroid supplementation. 
: No wonder then that 
many physicians prefer Proloid 
for its safe, predictable metabolic 
response. It is economical, 
odorless, and especially acceptable 
to the patient for long-term therapy. 


Proloid is the only purified but 
complete thyroglobulin. Proloid is 
assayed chemically to assure unvarying 
amounts of organic iodine, and 
biologically to assure uniform metabolic 
potency from lot to lot. Specify Proloid 
whenever thyroid therapy is indicated. 
Proloid is prescribed in the same 
dosage as ordinary thyroid but its response 
is smooth, uniform and predictable. 


safe, dependable, economical 
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Novahistine works better than antihistamines alone 


*Trademark 
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Stuffy, runny noses...swollen, weepy eyes 
are more effectively relieved with Novahistine. The 
distinctly additive action of the vasoconstrictor 
and antihistamine combined in Novahistine re- 
lieves allergic symptoms more effectively than 
either drug alone. 


one dose of 2 tablets for day-long or night-long relief. 


Each long-acting tablet contains Phenylephrine HCl 
20 mg. and Chlorprophenpyridamine maleate 4 mg. 


Bottles of 50 and 250 green, film-coated tablets. 
PITMAN-MOORE COMPANY Division of Allied Laboratories, Inc., Indianapolis 6, Indiana 


Novahistine 


Journa A.O.A. 


— 
3 i 
+ i 
¥ 


ACHROMYCIN OINTMENT 3% 


For infectious dermatoses. Unsurpassed broad-spec- 
trum control of causative organisms and complicating 
mixed invaders. Excellent local toleration; low sensitiz- 
ing potential. In ¥2 oz. and 1-oz. tubes. 


Tetracyclin€ Lederle Lederie 


strategy. 


AC Cystaling 


“ACHROMYCIN OINTMENT 3%. 

WITH HYDROCORTISONE 2% 
For inflammatory dermatoses. Classic corticoid sup- 
pression of erythema, swelling, weeping, pruritus .. 
plus ACHROMYCIN control of pyogenic or subclinical 
secondary infection. in 5 Gm. tube. 
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Sodium-free, potassium-free ARTAMIDE is especially valuable 
when clinical judgment precludes steroid therapy. ARTAMIDE 
provides higher salicylate blood levels' with lower dosage. 
Antirheumatic, anti-inflammatory, analgesic ...ARTAMIDE aids 
normal corticosteroid activity. The inclusion of ORGANIDIN, the 
smoother, safer, organically bound iodine, greatly increases 
the effectiveness of the ARTAMIDE formula by stimulating the 
resorptive processes? and further controlling inflammation. 
ARTAMIDE provides symptomatic relief as well as important 
gains in functional capacity for many patients who cannot 
tolerate corticosteroids. 

Each artamipe tablet contains: Salicylamide 0.25 Gm. (4 gr.); Para-amino- 
benzoic Acid 0.25 Gm. (4 gr.); Ascorbic, Acid 20.0 mg. (4 gr.); 
ORG ® (iodinated glycerol) 20.0 mg. (14 gr.). 

DOSAGE: 2 tablets 3 or 4 times daily. Requirements may vary according 
to the response of the patient. suppiiep: ARTAMiDE Tablets, bottles of 100 
and 500. rererences: 1. Chambers, James O.: Clinical Medicine, 61:3 
(1954) pp. 203-205. 2. Salter, W. T.: A Textbook of Pharmacology, p. 603, 
W. B. Saunders Co. (1952). 


write: Professional Service Department for literature and trial supply. 


WAMPOLE LABORATORIES, STAMFORD, CONNECTICUT 


artamide 


THE SAFE ANTI-ARTHRITIC AND ANTIRHEUMATIC THAT CONTAINS THE 
IMPORTANT PLUS OF ORGANIDIN® FOR THE FURTHER CONTROL OF IN- 
FLAMMATION AND TO AID IN THE RESORPTION OF NECROTIC TISSUE 
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\eid Mantle 


“OME CHEmicaLs INS 
SOME CHEMICALS 


Stops the Flame of Skin 


THE MODERN smote SOLUTION used all over the world 
... for contact dermatitis due to alkalis, chemicals, oil 
soaps, plastics, etc. Also in powder packets. 


NEW YORK 23 + LOS ANGELES 46 
In Canada: 2765 Bates Rd., Montreal 


; 
2 
ine skin, which has been removed by 
washing with soap and detergents, is 4 
MANTLE Creme and Lotion, id Mantle, 
normal physiological function and ap- 
=| 
Oly, 
<a) DOME CHEMICALS INC 
. 
fi 
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A fitting service 
you can prescribe, | 
with confidence... 


Your Truform anatomical supports dealer is an 
expertly trained and skilled technician. 


When you prescribe Truform you can count on 
him, and his staff, to select and fit the right item to 
provide effective support or effective fixation. 


Training at factory schools and in refresher 
courses assures this: accurate fitting of quality Tru- 
form supports, to provide the maximum therapeutic 
effect consistent with comfort. 


Truform anatomical supports are available only from 
the Ethical Appliance Dealer. 


Three pull straps control 
traction in this Model 430-EHS 
lumbo-sacral support... 

two rigid steels 


anatomical supports 


3960 Rosslyn Drive, Cincinnati 9, Ohio 
Branches: New York and San Francisco 
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NOW... 
AROUND -THE-CLOCK 
CONTROL OF APPETITE 


NEW 
ENDURETS 


A PROLONGED -ACTION 
DOSAGE FORM 


Clinical experience has long established 

PRELUDIN as an antiobesity agent distinguished 
by its efficacy and its relative freedom 

from undesirable side actions. Now, convenience 

is added to reliability in ENDURETS... 

a specially devised long-acting pharmaceutical form. 
Just one PRELUDIN ENDURET (75 mg.) tablet 

after breakfast curbs appetite throughout the day, 

in the vast majority of cases. 

PRELUDIN® (brand of phenmetrazine hydrochloride) ENDURETS’""* 
Each ENDURET prolonged-action tablet contains 75 mg. of active principle. 
PRELUDIN® is also available as scored, square, «+ 


pink tablets of 25 mg. for 2 to 3 times daily administration. 
Under license from C. H. Boehringer Sohn, Ingelheim. 


ENDURETS is a Geigy trademark. 


Ardsley, New York 
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To the relief of musculoskeletal pain, 


MEDAPRIN 


adds restoration of function 


Analgesics offer temporary relief of musculo- 
skeletal pain, but they merely mask pain rather 
than getting at its. cause. New Medaprin, in 
addition to bringing about prompt subjective 
improvement, promotes the restoration of normal 
function by suppressing the inflammation that 
causes the pain. 


Medaprin, Upjohn’s new analgesic-steroid com- 
bination, contains aspirin plus Medrol,** the 
corticosteroid with the best therapeutic ratio in 
the steroid field.* Instead of suffering recurrent 
discomfort because of the “wearing off” of 
analgesics, the patient on Medaprin experiences 
a smooth, extended relief and more normal 
mobility. 


Indications: Medaprin is indicated in mild-to- 
moderate rheumatic and musculoskeletal condi- 


tions, including rheumatoid arthritis, deltoid 
bursitis, low back pain, neuralgia, synovitis, 
fibromyositis, osteoarthritis, low back sprain, 
traumatic wrist, sciatica, and “tennis elbow.” 
Dosage: The recommended dosage is 1 tablet 
q.i.d. The usual cautions and contraindications 
of corticotherapy should be observed. 
Supplied: In bottles of 100 and 500. 

Formula: Each Medaprin tablet contains 


e 300 mg. acetylsalicylic acid, for prompt 
relief of pain 


© 1 mg. Medrol, to suppress the causative 
inflammation 


© 200 mg. calcium carbonate, as buffer 


TRADEMARK TRADEMARK, REG. U.S. PAT. OFF, METHYLPREONISOLONE, UPJOHN 


TRATIO OF DESIRED EFFECTS TO UNDESIRED EFFECTS 
The Upjohn Company, Kalamazoo, Michigan 
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SMOOTH 

the word 

for... 


® 
unique antacid 
with milk-like action 


SMOOTH TASTE—its fresh mint flavor is pleasing to peptic ulcer 
patients even when taken month after month. 


SMOOTH TEXTURE—small TITRALAC Tablets dissolve readily on 
the tongue...are never brittle or chalky. 


SMOOTH ACTION—neutralizes excess acid rapidly to pro- es 
duce relief that lasts for hours...no acid rebound, 
non-constipating. 


POWER — = 


. 1 teaspoonful 


TITRALAC is effective in small doses. Two TITRALAC 
Tablets contain 0.36 Gm. glycine and 0.84 Gm. 
calcium carbonate. One teaspoonful TITRALAC 

Liquid approximates two tablets. 


and with a SPasmolytic... 


TITRALAC—SP 


(TITRALAC formula + 0.5 mg. 
homatropine methylbromide) 


@T.M. REG. U.S. PAT. OFF. ScuenLass PHARMACEUTICALS, inc. 

Ménutactorers of NEUT! 
forpenictitin Feactions. 


‘> 


Nutrition studies of The 
Quaker Oats Company Re- 
search Laboratories assure 
that Quaker Oats and 
Mother’s Oats, the two brands 
of oatmeal marketed by The 
Quaker Oats Company, are 
practically identical with nat- 
ural whole-grain oats in com- 
position and in nutritive 
values. Both brands are avail- 
able in the Quick (cooks in 
one minute) and the Old- 
Fashioned varieties which are 
of equal nutrient value. 


Leads all other Whole-Grain Cereals 


The Quaker Oats (Ompany 


in Quantity and Quality of 


The quality of protein is graded by several criteria of which 
the most frequently used are: total protein value* and protein 
efficiency ratio.** Independently published data! reveal that 
oatmeal excels on both counts: 


Total Protein 
Protein Efficiency 


Oatmeal 
Whole wheat 140 1.5 


Barley 87 1.8 
Whole corn 84 12 
Rice 1.9 


Quantitatively, the customary oatmeal-with-milk dish (34 cup 
cooked oatmeal and 4 fluid ounces milk) provides 9 grams 
of protein, more than that provided by any other whole- 
grain cereal with milk. 

In addition to its qualitative and quantitative superi- 
ority in protein, oatmeal-and-milk supplies significant amounts 
of B vitamins and minerals to complement the excellent nu- 
tritive balance between protein, fat and carbohydrate. 

Just as important to the physician who prescribes a 
cereal food is oatmeal’s delicious nut-like flavor, its ease of 
digestion, and the ready availability of its contained nutrients. 
Whether it be for an infant’s first solid feeding, for the geri- 
atric patient, or in many other situations, oatmeal makes a 
real contribution to the day’s nutritional needs. 


*Total protein value is determined by multiplying biologic value x digestibility 
xX per cent nitrogen. 
**Protein efficiency ratio is the efficiency with which an experimental animal 
utilizes each gram protein consumed. 
1. Rand, N.T., and Collins, V.K.: Food 
Technology 12:585 (Nov.) 1958. 


CHICAGO 
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THE MOST SIGNIFICANT IMPROVEMENT IN 
ANTACID THERAPY SINCE THE INTRODUCTION 
OF ALUMINUM HYDROXIDE IN 1929 


Ses 
Ps $4 
é 


CREAMALIN NEUTRALIZES MORE ACID FASTER N NEUTRALIZES MORE ACID LONGER 
Quicker Relief - Greater Relief lasting Relief 
i Acid neutralization with 10 leading antacid tablets* 3 Duration of action at pH from 3 to 5* 
g 320 3 (per gram of active ingredients) (per gram of active ingredients) 
300} z AMALIN tablets 
CREAMALIN: 
; 
tablets 
9 
widely 9 
> prescribed widely 
antacid | prescribed 
antacid 
G tablets 
H 
F 
G** 
20 30 40 50 60 
Tablets were powdered and suspended in distilled water in a constant temperature *Hinkel, €. T,,ur., Fisher, and Tainter, M. L: A new highly reactive aluminum hydroxide 
tai (37°C) equipped with mechanical stirrer and pH electrodes. Hydrochtoric complex for gastric hyperacidity. To be published. 
acid was added as needed to maintain pH at 3.5. Volume of acid required was **pH stayed below 3. 


recorded at frequent intervals for one hour. 


Each Creamalin Antacid Tablet contains 320 mg. specially processed, highly reactive, short poly- 
mer dried aluminum hydroxide gel, (stabilized with hexitol), with 75 mg. magnesium hydroxide. 


1. Neutralizes acid faster (quicker relief) 

2. Neutralizes-more acid (greater relief) 

3. Neutralizses acid longer (more lasting relief) 
4. No constipation - No acid rebound 

5. More pleasant to take 


Adult Dosage: Gastric hyperacidity—2 to 4 
tablets as necessary. Peptic ulcer or gastritis 
—2 to 4 tablets every two to four hours. 
No chalky taste. New CREAMALIN tablets are not Tablets may be chewed, swallowed with 
water or milk, or allowed to dissolve in 


chalky, gritty, rough or dry. They are highly pal- hs dea 
atable, soft, smooth, easy to chew, mint flavored. Supplied: Bottles of 50, 100, 200 and 1000. 


()[Jiithnop LABORATORIES + NEW YORK 18, NEW YORK 
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for routine cleansing... 
clear 

opic field 


C 
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Procios 


Disposable Unit 
“Proctoscopies are meluded in our rou- 
tine physicals. Of 1000 cases, prepared 
with FLEET ENEMA Disposable 
Unit, only one did not present a clear 
field.” 


FLEET ENEMA Disposable Unit may 
be office-administered. The two-inch, 
anatomically correct, pre-lubricated 

tal tube guards against possil 


ble in- 

juries resuiting from a tube.* 
Each ready-to-use 4% fi, oz. unit con- 
tains, per 100 cc, 16 Gm. sodium 
oiphosphate and 6 Gm. sodium phos- 
phate... Pediatric Size 2% fi. oz. 


Also gentle, prompt, thorough, . 
PHOSPHO ®SODA (Fleet). a-saline 
> of choice. Contains, per 100 
Gm, sodium biphdsphate, 18 
phospnate, 


©. FLEET COMPANY, ING., Lynchburg, Vir zinia 


Referenc i, sselrod, P., Post N, Y. 10/4758.9. Frech, Ho G 
grad. Med., 24:123, 395 2... Rigney, and Lanier, Am. Jj: Obst. & 
{Paper to N.Y. 8. Ind. Gyn. 74.146, 3957. 
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when pollen allergens 
attack the nose... 


Triaminic provides effective therapy in 
respiratory allergies because it combines 
two antihistamines”? with a decongestant. 


These antihistamines block the effect of histamine on the 


ae | nasal and paranasal capillaries, preventing dilation and 
exudation. This is not enough; by the time the physician 
2 Ff is called on to provide relief, histamine damage is usually 
ra present and should be counteracted. 


The decongestive action of orally effective phenylpro- 
panolamine helps contract the engorged capillaries,* 
reducing congestion and bringing prompt relief from 
nasal stuffiness, rhinorrhea, sneezing and sinusitis.® 


TRIAMINIC is orally administered, systemically distributed 
and reaches all respiratory membranes; it therefore avoids 
nose drop addiction and is not likely to cause rebound 
congestion.®* TRIAMINIC can be prescribed for prompt 
relief in summer allergies, including hay fever. 


References: 1. Sheldon, J. M.: Postgrad. Med. 14:465 (Dec.) 1953. 2. Hubbard, T. F. 
and Berger, A. J.: Annals Allergy p. 350 (May-June) 1950. 3. Kline, B. S.: J. Allergy 
19:19 (Jan.) 1948. 4. Goodman, L. S. and Gilman, A.: Pharmacol. Basis Ther., Macmil- 
lan, New York, 1956, p. 532. 5. Fabricant, N. D.: E.E.N.T. Monthly 37:460 (July) 
1958. 6. Lhotka, F. M.: Illinois M.J. 112:259 (Dec.) 1957. 7. Farmer, D. F.: Clin. 
Med. 5:1183 (Sept.) 1958. 


TRIAMINIC provides around- 
the-clock freedom from hay Also available: TRIAMINIC syRuUP for those 
fever and other allergic respir- patients of all ages who prefer a liquid 
atory symptoms with just one medication. Each 5 ml. teaspoonful is 
tablet q. 6-8 h. because of the ig equivalent to 4 Triaminic Tablet or 14 
special timed-release design. Triaminic Juvelet. TRIAMINIC JUVELETS 
provide half the dosage of the Triaminic 


Tablet with the same timed-release action 


Each TRIAMINIC timed-release tablet provides: 


Phenylpropanolamine HCl 50 mg. 
Pheniramine maleate 25 mg. for prompt and prolonged relief. 
Pyrilamine maleate 25 mg. 


running noses &. &. - and open stuffed noses orally 


SMITH-DORSEY «+ a division of The Wander Company + Lincoln, Nebraska ¢ Peterborough, Canada 
A-55 


Vo. 58, Jury 1959 


. 
. 
. 
ee 
. 
bd 
A > 
i 
: 
2 


Back at work ...no angina in 2 months 
...on Metamine Sustained b.1.d. 


In angina pectoris, even after myocardial infarc- 
tion, an early return to useful activity is now 
recognized as of special therapeutic value. Ideal 
protective medication for the active, employed 
anginal patient is provided by METAMINE® Sus- 
TAINED, b.i.d. (1 tablet on arising and 1 before 
the evening meal). There is little danger of a 
skipped dose; the patient “is more faithful” to 
this simplified regimen. And METAMINE SUus- 
TAINED protects many patients refractory to other 
cardiac nitrates.? Moreover, when you prescribe 


1, Slipyan, A.: J.A.M.A. 168:147, Sept. 13, 1958, 2, Fuller, H. L. and Kassel, L. E.: Antibiotic Med, & Clin. Therapy, 3:322, 1956. 


METAMINE SUSTAINED, q. 12 h., your patient re- 
quires less nitroglycerin and remains fully re- 
sponsive to that vital emergency medication. And 
METAMINE SUSTAINED (aminotrate phosphate, 10 
mg., LEEMING) is virtually free of nitrate side ~ 
effects (nausea, headache, hypotension) .* 
Supplied: bottles of 50 and 500 sustained-release tab- 
lets. Also: METAMINE, METAMINE WITH BUTABARBITAL, 
METAMINE WITH BUTABARBITAL SUSTAINED, 
METAMINE SUSTAINED WITH RESERPINE. 


That. Looming ¢ Ge New York 17. 


JE 
1 tablet 
at ght 


three essential steps 
help overweight patients 
eat to live, 
not live to eat 


supervision by the a balanced supportive 
physician eating plan medication 


and the 60-10-70 Basic Plan 
provide an effective weight control regimen 


Frequently a patient loses weight while on a spe- Each capsule or tablet provides: 

cial diet, then soon gains it back again. Obedrin ~ Semoxydrine® HC1 (methamphetamine HCl), 5 mg., for 
is a valuable aid to this type of patient. It curbs ‘te encroxigonic and meodlifiing iets 
unhealthy food craving while the patient estab- Pentobarbital, 20 mg., to guard against excitation 

: i ; Thiamine Mononitrate, 0.5 mg., Riboflavin, 1 mg. and 
lishes correct eating habits. Thus he becomes able Nicotinic Acid (Niacin), 5 mg., to supplement the diet 


to maintain optimum weight. Ascorbic Acid, 100 mg., to help mobilize tissue fluids 


Bristol, Tennessee - New York + Kansas City - San Francisco THE S. E. ivi ASSENGILL COMPANY 
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for dependable 


control of appetite 
... 4 flexible 
dosage form 


tablets or 
capsules 


The Obedrin formula permits a flexible 
dosage schedule which depresses the appetite 
when it is most important to do so—at peak 
hunger periods. The physician can 
adjust the dosage to fit each patient’s need. 


Cbedrin 


and the 60-10-70 Basic Plan 
advantages of Obedrin 


A dependable anorexigenic agent 
A flexible dosage form 


Minimal central nervous stimulation 


Used with the 60-10-70 


Vitamins to supplement the diet Write for 60-10-70 Basic Plan, Obedrin offers 
: f menus, weight charts, an ideal weight-control regi- 
No hazards of impaction and samples of Obedrin. men for the overweight patient. 


Bristol, Tennessee New York + Kansas City San Francisco THE S. E. FV PASSENGILL COMPANY 
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antiasthmatic | antihistaminic 


® = 
TE DRAL a nti - | For maximum seasonal pro- 


tection against “hay-fever” symptoms in pollen-sensitive asthma patients, augment 
your basic Tedral program with new Tedral anti-H ... dependable Tedral antiasth- 
matic plus antihistaminic chlorpheniramine. Tedral anti-H assures simultaneous 
prevention of itching, sneezing and lacrimation of pollinosis and the bronchospasm 
and mucous congestion of asthma. Adult dosage: | or 2 tablets q.4.h. 


MORRIS PLAINS. N.J. 


Formula; theophyl- 
line, 130 mg., (2 gr.); 
ephedrine, 25 mg., 
(3/8 gr.); phenobar- 
bital, 8 mg., (1/8 gr.); 
chlorpheniramine, 
2 mg., (1/32 gr.). 


new protection for pollen-sensitive asthmatics 


3 
H 


TO BE SPECIFIC, DOCTOR 


for nausea e vomiting « vertigo BONAMIN E* 


brand of meclizine hydrochioride 


Clinically proved relief up to 24 BONAMINE (a non-phenothiazine) is 
hours with a single dose remarkably free of side effects 


i 


BONAMINE HAS NO KNOWN CONTRAINDICATIONS-CAN BE USED 
WITH CONFIDENCE FOR AS LONG OR AS OFTEN AS REQUIRED 


BONAMINE Tablets, scored, 25 mg. Boxes of 8, BONAMINE Elixir, cherry flavored, 12.5 mg. per 
bottles of 100 and 500. 5 ce. Bottles of one pint. 


BONAMINE Chewing Tablets, pleasantly mint DOSAGE: Usually 25 to 50 mg. once a day. 
flavored, 25 mg. Packages of 8. 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn G, N.Y. 
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Raise the Pain Threshold 


Phenaphen with Codeine provides 
intensified codeine effects with 
contro! of adverse reactions. . Ne 
It renders unnecessary (or postpenes) 
the use of morphine or addicting 
synthetic narcotics, even in te 
many cases of late cati¢er, 


Three Strengths — 
PHENAPHEN NO. 2 
Phenaphen with Codeine Phosphate 1% gr. (16.2 mg.) 
PHENAPHEN NO. 3 

Phenaphen with Codeine Phosphate 4 gr. (32.4 mg.) 
PHENAPHEN NO. 4 

Phenaphen with Codeine Phosphate 1 gr. (64.8 mg.) 
Also — 

PHENAPHEN ein each capsule 
Acetylsalicylic Acid 2% gr. . (162 mg.) 
Phenacetin 3 gr. ..... (194 mg.) 
Phenobarbital % gr...... (16.2 mg.). 
Hyoscyamine sulfate... .. (0.031 mg.) 


Robins 


A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA 


' Ethical Pharmaceuticals of Merit since 1878 
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what 


in allergy 


ALERTAN 


in pollen allergies, contact dermatoses, 
food sensitivities, and a wide 


dries variety of allergic associated disorders 
secretions 
NALERTAN provides 
elimin ates 4 two new antihistamines . . . acting syner- 
congestion i gistically for broad, prolonged blockage of 
histamine response. 


i i : a long-acting sympathomimetic . . . to lift 
stops itching — the misery, combat lassitude and brighten 


the outlook . . . hasten recovery. 


br ightens the outlook : Employs the Durabond Principle ...to act | 


within minutes ... relieve for hours... just 
one dose in the morning controls lacrimation, 
makes breathing easier, relieves itching—all 


for 10 -12 hours with a single day. And, one dose upon retiring keeps the 


patient symptom-free ... allows uninter- 


oral dose --- with a remarkable rupted reat all night. 
1 or 2 tablets twice a day. For economy, pre- 
lack of side effects : as 


scribe in original packages of 100. 


2 Each Durabond tabule contains: Chlorphenira- 
e. mine tannate, 8 mg.; Pyrilamine tannate, 25 mg.; 
Tanphetamin (d-amphetamine tannate), 10 mg. 


[Aeiaber| IRWIN, NEISLER & CO. 
DECATUR, ILLINOIS 
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For b.i.d. administration 


FOR ANXIETY— 
PARTICULARLY WHEN EXPRESSED AS APATHY, 
LISTLESSNESS AND EMOTIONAL FATIGUE 


5 SIGNIFICANT ADVANTAGES 
* 


often effective where other agents fail 


* 


enthusiastic patient acceptance 


* 


fast therapeutic response with very low oral doses 


* 


convenient b.i.d. administration 


* 


side effects usually slight and transitory 


*Trademark 


Clinically evaluated, before introduction, in over 12,000 patients 


| 
| mg. Tablets 


UNUSUALLY EFFECTIVE IN RELIEVING ANXIETY 
IN APATHETIC, EMOTIONALLY FATIGUED PATIENTS 


‘Stelazine’ is a new long-acting psychotherapeutic agent that can help you 
to bring prompt relief to many of your patients whose anxiety is expressed 
as apathy, listlessness and emotional fatigue. 


Clinical studies in over 12,000 patients have shown that ‘Stelazine’ is 
outstanding among agents in its class because it not only relieves agitation 
and tension, but also restores normal drive in many patients who are apa- 
thetic due to anxiety. 


These studies have also shown that ‘Stelazine’ is effective in low b.i.d. 
dosage (2 to 4 mg. daily) and that it is often effective in patients who 
have failed to respond to meprobamate, prochlorperazine, phenobarbital, 
mepazine, chlorpromazine, or promazine. 


RECOVERY OF NORMAL DRIVE IN APATHETIC PATIENTS 


Clinicians report that with ‘Stelazine’ most apathetic, listless and emo- 
tionally fatigued patients regain an alert, more confident outlook. This 
frequently results in increased mental and physical activity. For example: 


« 


Patients’ “‘spirits brightened and initiative and interest picked 
up considerably in contrast to their pretreatment inertia.’”! 


‘Stelazine’ ‘‘seemed to have a capacity to restore normal drive 
in conditions characterized by decreased motor activity and 
mental apathy.”? 


ADDITIONAL INFORMATION will reach you by mail or through 
your S.K.F. representative. We hope you'll decide that ‘Stelazine’ deserves 
an early trial. Smith Kline & French Laboratories, Philadelphia. 


REFERENCES: 1. Gearren, J.B.: Dis. Nerv. System 20:66 (Feb.) 1959. 2. Margolis, E.J., et al.: Scientific 
Exhibit at 12th Clinical Meeting of the American Medical Association, Minneapolis, Dec. 2-5, 1958. 
3. Phillips, F.J., and Shoemaker, D.M.: ibid. 4. Ayd, F-J., Jr.: Clin. Med. 6:387 (Mar.) 1959. 5. Tedeschi, 
D.H., et al.: in Trifluoperazine: Clinical and Pharmacological Aspects, Philadelphia, Lea & Febiger, 1958, 
pp. 23-33. 
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REMEMBER THE 


On: COURTESY CARD 


TO OSTEOPATHIC PHYSICIANS, HOSPITALS AND COLLEGES 
Please extend every courtesy to representative of 
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() Convention Exhibitor () Advertiser in A. 0. A. Publications 


AMERICAN OSTEOPATHIC ASSOCIATION ; ) 
THIS CARO EXPIRES DEC. 31, 1959 WALTER A. SUBERG, BUSINESS MANAGER 


Extend Every Courtesy To Your Detail Man 
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but she needs your help in planning her family 


VAGINAL CREAM VAGINAL GEL 
THE MODERN CHEMICAL SPERMICIDE THE SPERMICIDAL GEL WITH BUILT-IN BARRIER 


PRESCRIBED WITH CONFIDENCE FOR SIMPLE, EFFECTIVE CONTRACEPTION 
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THE SPOT COVERAGE 


A TOPICAL FUNGICIDE FOR TOPICAL FUNGOUS INFECTIONS 
Desenex attacks fungous infections caused by dermatophytes which 
affect the horny, keratinized layers of the skin. 

Athlete’s foot is a fungous infection of the skin involving the superficial 
layers that are not reached by the blood supply. A fungicidal agent, 
applied directly to these superficial fungous infections, brings the 
antifungal agent into intimate contact with the invading organism for 
the most effective method of treatment. 

Desenex, a combination of zinc undecylenate and undecylenic acid — 
an unsaturated fatty acid with an 11-carbon chain — has resulted in 
more “clinical” cures . . . proved to be the least irritating, oon the safest 


of all potent fungicidal agents. 
ointment & solution & powder - 


Maltbie Laboratories Division / Wallace & Tiernan Incorporated, Beileville 9, N. J. 
PD-96 
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All this for 
one monthly fee 


¥ Enjoy the most modern x-ray facilities . . . 
avoid obsolescence losses 

# No surprise “extras” — covers periodic in- 
spection, maintenance, replacement tubes, 
parts 

¢ Freedom to add or replace equipment as 
improvements appear 


¥ G.E. pays for insurance . . . assumes prob- 
lem of collecting for equipment damage 


¢ GE. pays local property taxes 


From 
without capital outlay 


the difference is 


Maxiservice 


rental 


Here’s the perfect answer for a cost-saving 
x-ray installation, easy to keep abreast of im- 
portant new developments, G-E Maxiservice 
ties up none of your capital . . . eliminates 
trade-in losses — progress determines your 
time for exchange, not finances. In effect, you 
contract for wtility, convenience, flexibility 
and service, not for just equipment. 

For complete details, contact your G.E. 
X-Ray representative, or clip coupon below 
for your copy of our new 
Maxiservice booklet. 


X-RAY DEPARTMENT 


GENERAL ELECTRIC CO. 
Milwaukee 1, Wisconsin, Room. R-77 


Progress Is Our Most Important Product 
GENERAL @ ELECTRIC 


Add. 
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A FULL RANGE OF DIETARY 
AND THERAPEUTIC SUPPORT 
FOR OLDER PATIENTS 


B-Complex Vitamins 


THIAMINE MONONITRATE.......-.--- 5 mg. 
PyrRiIpOxINE HyDROCHLORIDE........ 1 mg. 
CaLcium PANTOTHENATE..........-- 5 mg 


Oil Soluble Vitamins 


1.5 mg. (5000 units) 
Bs 12.5 mcg. (500 units) 


Hematopoietic Factors 
ViTAMIN By wiTtH INTRINSIC Factor CONCEN- 


Ferrous SutraTe, U.S.P........... 75 mg. 
(Elemental Iron—15 mg.) 

Capillary Stability 


(Quercetin, Abbott) 


Lipotropic Factors 


BeTaInE HyDROCHLORIDE.......... 50 mg. 
Anti-Depressant 

(Methamphetamine Hydrochloride, Abbott) 

Hormones 

(Piperazine Estrone Sulfate, Abbott) 
METHYLTESTOSTERONE............. 2.5 mg. 


STREAMLINED INTO THE SMALLEST TABLET co OF ITS KIND 
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qreater antihypertensive effect...fewer side effects 


_antihypertensive- 
tranquilizer 


For complete information 

write Professional Services, 
Dept. H, Merck Sharp & Dohme, 
West Point, Pa. 
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HYDRODIURIL atone 


RESERPINE alone 


HYDROPRES 


much more effective 
than either of its 
components alone 


e Effective by itself in a majority of patients. Provides smooth, more trouble-free 
management of hypertension. 

e Since HyproDIURIL and reserpine potentiate each other, the required dosage of 
each is lower when given together as HYDROPRES than when either is given alone. 

@ HYDROPRES provides the needed and valuable tranquilizing effect of reserpine. 
Lower dosage may reduce such side effects of reserpine as 
excessive sedation and depression. 

e Arrest or reversal of organic changes of hypertension may occur. 

e Headache, dizziness, palpitations and tachycardia are usually promptly relieved. 
Anginal pain may be reduced in incidence and severity. 

e With HyDROPRES, dietary salt may be liberalized. 

e Convenient, controlled dosage. 


HYDROPRES-25 HYDROPRES-50 


25 mg. HYDRODIURIL, 0.125 mg. reserpine. 50 mg. HYDRODIURIL, 0.125 mg. reserpine. 
One tablet one to four times a day. One tablet one or two times a day. 


If the patient is recelving ganglion blocking drugs or hydralazine, 
their dosage must be cut in half when HYDROPRES is added. 


uQo MERCK SHARP & DOHME, oivision oF MERCK & CO.,INC., PHILADELPHIA 1, PA. 


PHYDRODIURIL AMD HYDROPRES ARE TRADEMARKS OF MERCK & CO., INC. 
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A PRODUCT OF CUTTER BLOOD FRACTIONS RESEARCH 


Han ideal plasma substitute”* 


| Plasmanate’ 


ADDS A BIG PLUS. 
IN EMERGENCY 
TRANSFUSIONS 


| 
| 
| 
| 


@ heat treated against virus hepatitis @ as reaction-free as normal serum albumin @ physiologic protein 
material of human origin e virtually K-free, with Na and Cl content suitable for immediate infusion 
@ stable, free flowing, clear e osmotically equivalent to plasma 


Plasmanate is a 5% solution of selected human plasma Available in 250 cc. “blood” bottles. A disposable injec- 
proteins with stabilizers in 0.67% saline solution. Highly tion set included, with filter and airway assembly. 
effective as a plasma expander Plasmanate is also valu- 


able as a source of protein. Medical experience indicates that viral agents present 
in the original plasma should be inactivated by heat 

plasma protein treatment at 60°C for 10 hours. Since there is no known 

electrojytes per liter percentages method of proving presence or absence of hepatitis- 


88% producing viruses, no absolute statement can be made 
concerning their presence or absence from blood or 
plasma preparations, 


*Cock, T. C., et a/.: California Med. 89:257, 1958. 


Sodium. «+ » 112 mEq. 
Chloride .... 50mEq. Alphaglobulin... 7% 
Potassium... 0.5 mEq. Betaglobulin.... 5% 


Information on all 
or write to Dept. 9-86 | 
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The nutritional aspects of 


LIVER 
DISEASE* 


BERNARD J. X. ST. JOHN, D.O. 


Northampton, Massachusetts 


I HE NUTRITIONAL ASPECTs of liver disease 
are varied and complex. Any discussion of this subject 
must assume a basic understanding, at least, of the 
physiology of the normal liver, as well as the alterations 
that take place in both structure and function in the 
diseased liver. There have been many attempts in the 
past to correlate structure with function. In the latter 
part of the eighteenth century Karl Rokitansky of Aus- 
tria made the first attempt to document clinical findings 
with pathologic specimens. Laennec gave his classical 
description of cirrhosis in 1836.1 The tissue changes 
taking place after death and the inadequacies of ex- 
amination technics have always tended to fog the pic- 
ture; however, with newer and better technics being 
evolved, it is hoped that more factual information will 
be available in the future. 

The liver is the largest organ in the body. It re- 
ceives oxygenated blood from the hepatic artery, and a 
great flow of the breakdown products of digestion, or 
metabolites, from the intestinal tract by way of the 
portal vein. The inner structural arrangement of the 
liver is interesting. The liver was formerly thought to 
be a system of cords. Recently, through the work of 
Elias, the plate theory, which conforms somewhat to 
the theory of Hering of 100 years ago, has been estab- 
lished. According to this theory the liver cells are ar- 
ranged in plates one cell thick throughout the liver, and 
are separated by a system of cavities called lacunae. 
The lucanae contain the blood capillaries of the liver, 
the sinusoids. These sinusoids have in their lining 
membrane a specialized type of endothelial cell, the 
Kupffer cell. 


_ *Presented at the annual meeting of the American College of Osteo- 
pathic Internists, New York City, October 3, 1958. 
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The Kupffer cell changes the physicochemical char- 

acteristics of bilirubin so that it can enter the hepatic 
cell. The recent work of Schmid? has indicated that 
this is accomplished by the addition of a glucuronide 
factor. The Kupffer cell also has the important func- 
tions of antibody and globulin formation and phagocy- 
tosis.* 
__. The hepatic cell has a fantastic versatility which 
enables it to alter the metabolites to meet the physiologic 
needs of the body. The structure of the hepatic cell is 
much the same as any other cell in that it contains 
cytoplasm, nucleus, and nucleolus. The cytoplasm of 
the liver cells contains various particles which can be 
defined by histochemical methods. 

Basophilic granules (pentose nucleic acid: PNA). 
—The presence of these granules is an indication of the 
functional ability of the liver cell. 

Glycogen granules.—The liver is the main storage 
site of glycogen, but it must have insulin to take it in- 
side the hepatic cell membrane. It is depleted in starva- 
tion, 

Neutral fat.—This is normally found as droplets 
which are not more than 4 # in diameter and are ar- 
ranged as a necklace around the periphery. When they 
become too numerous, as in fatty metamorphosis, the 
deposits tend to coalesce and form cysts, pushing the 
nucleus to one side. 

Bile pigment.—Normally bile pigment is not found 
7 the cytoplasm ; however, it is found in case of jaun- 

ice. 

Mitochondria.—These are larger granules found 
throughout the cytoplasm and are thought to contain 
many enzymes concerned with carbohydrate and pro- 
tein metabolism. They are concerned with glycogen- 
glucose equilibrium. They also furnish a site for the 
Krebs cycle. 

Golgi apparatus —The function of this apparatus 
is the formation of bile and some enzymes. 

The nucleus of the hepatic cell contains desoxypen- 
tose nucleic acid, thought to be important in phosphorus 
metabolism. The nucleolus contains pentose nucleic 
acid which was formerly thought to be stored protein. 
It has been noted that it increases in amount when 
protein is fed after starvation, and during regeneration. 

The hepatic cell is the site of the metabolic pool 
where the metabolism of fats, carbohydrates, and pro- 
teins is all interwoven. The breakdown products of 
this pool serve the needs of the body. The metabolites 
with one, two, and three carbon atoms in their chains 
serve as the common building stones for all body tis- 
sues. Acetate is the keystone in many of these proc- 
esses; it is never found alone in a free form, but as 
active acetyl coenzyme A. 

A quick review of some of the important features 
in the metabolism of fats, carbohydrates, and proteins 
is in order at this time. The carbohydrates enter the 
intestinal tract as polysaccharides where they are broken 
down into monosaccharides by intestinal enzymes. 
These enter the portal vein and are brought to the liver 
where various processes take place, depending on condi- 
tions of need. 

1. Some remain in the general circulation to main- 
tain blood sugar level. 

2. Some are stored as glycogen. 

3. Some go by way of the “pentose shunt” to form 
nucleic acids and thus form adenotriphosphate (ATP), 
the high energy source for many metabolic functions of 
the liver. 

4. The rest are broken down into two and three 
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carbon atom compounds and enter the metabolic pool. 

Fats are broken down to glycerol and fatty acids 
and go to the liver either by the portal vein or the 
lymphatic circulation. In this case, again, different 
things may take place: 

1. The glycerol is a three carbon atom chain and 
thus can go directly to the metabolic pool or form 
hexose. 

2. The fatty acids may be broken down by specific 
oxidases and enter the metabolic pool. 

3. Some of the fatty acid may be resynthesized to 
neutral fat and stored in the liver or the periphery. 

Normally the anabolic and catabolic processes of 
fat metabolism as well as its storage and release are in 
equilibrium. This equilibrium can be displaced by a 
diet too high in fat or any disturbance in the lipogenic- 
lipotropic ratio. In certain abnormal states, such as 
starvation and diabetes, where there is lack of glycogen 
stores or impairment in carbohydrate utilization, there 
is need for peripheral fat stores to meet the metabolic 
demands. The end result of this type of fat metabolism 
is an increase in acetoacetic acid, beta hydroxybutyric 
acid, and acetone. These are known as the ketone 
bodies ; the liver cannot metabolize them, and as a re- 
sult they appear in increased amounts in the urine and 
the blood. 

Proteins are broken down in the intestinal tract by 
enzymes and are brought to the liver as amino acids 
where they may be used in the following ways: 

1. They may be utilized as specific cell proteins of 
the peripheral tissues. 

2. Some may remain in the liver to form blood 
proteins, such as fibrinogen albumin and alpha and beta 
globulin. 

3. Some are oxidized and enter the metabolic pool. 

4. Some of the amino acids are broken down to 
urea by way of the Krebs-Hensleit cycle. Failure of 
this process causes an increase in the level of blood 
amino acids and a decrease in the blood urea nitrogen, 
which is of serious prognostic significance. 

The one-cell-thick plate of the liver substance is 
delicate and susceptible to injury and thus to structural 
alteration in many different ways. Nutritional deficien- 
cies which may come from inadequacies of diet, gastro- 
intestinal and pancreatic diseases, anemia, congestive 
heart failure, and certain metabolic diseases can cause 
hepatic damage. Blood-borne viruses and parasites will 
cause changes within the organ as will the pressures 
both inside and outside from tumors, abscesses, and 
biliary disorders. The liver has within itself a tremen- 
dous power of regeneration and will often tend to be- 
come functionally adequate with removal of the dis- 
eased area and attention to dietary needs. It has been 
said that the liver will be able to function normally with 
four fifths of its substance destroyed. However, the 
regenerative processes may become extensive, form 
nodules, destroy the one-cell-thick plate arrangement, 
and thus alter function. 

The concepts arrived at from studies on experi- 
mental animals such as those concerned with the lipo- 
tropic-lipogenic balance, effect of starvation, condi- 
tioned deficiencies, and all of the interrelated metabolic 
factors have aided in the classification of hepatic injury 
in human malnutrition. The following discussions will 
be of liver diseases more or less directly related to nu- 
tritional factors. 

Fatty liver in obesity—Examination of the livers 
of obese persons dying suddenly shows a high inci- 
dence of fatty metamorphosis which is frequently asso- 
ciated with degenerative changes. This condition is 
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considered to resuit from excessive caloric intake. Hy- 
perglycemia is often noted in these individuals and is 
thought to be caused by hepatic dysfunction. Statistical- 
ly, the incidence of cirrhosis is higher in the obese than 
in the general population.* 

Brown atrophy of the liver from undernutrition. — 
Most of the information on starvation comes from the 
areas of famine, besieged cities, and prisoner of war 
camps. The information from these sources is not too 
accurate because of the factors of stress and disease. 
No really usable information was obtained from the 
German concentration camps despite some pseudosci- 
entific efforts. The structural changes are those of 
brown atrophy. The liver loses a great deal of its 
weight, with sometimes as much as five sixths of the 
protoplasm disappearing. The hepatic cells and the 
nuclei are small. The cells do not contain glycogen, 
and serum proteins are reduced in all fractions. The 
blood cholesterol is low. Because of the lack of hepatic 
glycogen there is a poor response of the blood sugar to 
epinephrine. Ketonemia and ketonuria are noted as a 
result of use of the peripheral fat stores. Gynecomastia 
was frequently noted among repatriated prisoners of 
war and is thought to be caused by the inability of the 
nutritionally deficient liver to inactivate estrogen. All 
of these findings disappeared with adequate food intake. 

Fatty metamorphosis of the liver—Fatty meta- 
morphosis of the liver is not the result of an abnormal 
metabolic pathway, but rather of an imbalance of nor- 
mal processes. It can occur when there is increased 
formation or flow from the depots to the liver, or it 
can be caused by decreased oxidation or removal. It is 
well known that a deficiency of choline and methionine, 
two important lipotropic agents, will cause fatty meta- 
morphosis. Protein is the source of methionine as well 
as the other eight essential amino acids and many im- 
portant enzymes concerned with fat metabolism. A 
low-protein, high-fat diet will cause cellular deposition 
of fat, producing the so-called alcoholic liver. It must 
not be thought that alcohol is the only cause of this 
condition ; enteritis, pancreatitis, and ulcerative colitis 
all can produce it. The fatty liver shows an increase 
in central and periportal fat but this does not mean 
that it will necessarily go on to formation of cysts, 
fibrosis, and finally cirrhosis. Many factors are respon- 
sible for this progression. Individuals with fatty livers 
are low in serum proteins and thus have a lowered re- 
sistance to infections and their toxic effects. They may 
have anemia and anoxia from bleeding of varices, 
ulcers, and esophageal tears from retching. It has been 
noted that endocrine factors are important; males with 
a feminine habitus are more likely to develop cir- 
rhosis.*** 

The simple nutritional fatty liver is usually present 
in any alcoholic with hepatomegaly. The clinical mani- 
festations are few. The liver is large, firm, smooth, and 
nontender. Jaundice is rarely seen. The laboratory 
findings are variable and are not necessarily related to 
the degree of metamorphosis. An increase in brom- 
sulphalein retention is found in about 70 per cent of 
cases. A positive cephalin flocculation test and mod- 
erately increased alkaline phosphatase activity are noted 
about 35 per cent of the time. Hyperbilirubinemia, 
positive thymol turbidity test, and reversal of the al- 
bumin-globulin ratio are less often found. Individuals 
with this type of liver are prime subjects for progres- 
sion into the stage of fatty liver with degenerative 
changes. 

Fatty liver with hepatocellular degeneration.—Con- 
sider a typical example of a candy salesgirl, eating 
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sweets all day and at night consuming quantities of 
alcohol. The liver cell damage from fatty deposition 
progresses with a consequent lowering of blood pro- 
teins. Her resistance to infection is lowered and she is 
brought into the hospital in acute liver failure precipi- 
tated by a simple upper respiratory infection. Individ- 
uals like this are rather pathetic, often having deep 
emotional disturbances. They have found alcohol a 
quite satisfactory method of escaping from reality as 
well as fulfilling their energy needs. About 20 per cent 
of these patients die in liver failure, but those that do 
recover seem to have great difficulty after leaving insti- 
tutional care in facing the world and their problems 
without the accustomed crutch. Records show that 
these patients will return in acute episodes again and 
again, and either die in one of them or live to develop 
cirrhosis and die as the result of one of its various 
complications. These “Skid Row” type alcoholics may 
not be appreciative or appear to be worth the effort to 
try and save them. They are usually economically inde- 
pendent when first seen; every effort should be made 
to keep them this way. They should be given the ad- 
vantage of understanding care, detailed information 
concerning their plight, and the fullest use of social 
and psychiatric agencies when available. In the later 
stages, when they become a public charge, especially in 
the larger city hospitals, they are the source of tremen- 
dous clinical and academic interest. 


The first problem this type of case presents is 
making an accurate diagnosis. The picture often ap- 
pears to be one of obstruction. They are jaundiced, 
but the color usually is reddish. The alkaline phos- 
phatase activity may be high and urobilinogen may be 
absent. The cephalin flocculation and thymol turbidity 
tests are positive. The cholesterol ester ratio may be 
low and the albumin-globulin ratio reversed. The pro- 
thrombin time may be prolonged. Clinically, the liver is 
large but the spleen is not palpable. The patient is 
usually younger than a cirrhotic. Ascites, spider nevi, 
and palmer erythema may be present. It is a picture 
of severe hepatocellular insufficiency with cholestasis. 
All available procedures may be needed to make the 
diagnosis.* This type of patient does poorly if subject- 
ed to surgery. Biopsy and roentgenograms of the ex- 
trabiliary passages are indicated. In the large institu- 
tions needle biopsy has been a useful tool; although it 
has the appearance of being a simple procedure, it re- 
quires great skill in both the performance and the in- 
terpretation.® At this stage an alteration of the nonpro- 
tein nitrogen-blood urea nitrogen may be noted and is of 
very serious prognostic significance. 

In treatment, the use of antimicrobial agents to 
combat the infection that precipitated this episode is of 
prime importance. Bed rest and the absolute restriction 
of alcohol is necessary. The sometimes severe anemia 
that is present may be treated by the judicious use of 
transfusion, keeping in mind the possibility of .produc- 
ing hepatic coma and fatal esophageal hemorrhage. The 
diet should be governed by the signs of impending 
hepatic coma and the presence of fluid retention. Ac- 
cording to Davidson,® a diet that is normal is satisfac- 
tory. It need not be low nor high in any particular 
constituent. Davidson uses the normal diet as recom- 
mended by the National Research Council Food and 
Nutrition Board.” He feels that it does not have to be 
altered except for those patients who are unable to eat, 
those with fluid retention, and those in whom there is 
gastrointestinal hemorrhage or impending coma. Most 
of these patients have developed an abhorrence for food 
and special care is needed to make the meals most at- 
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tractive ; sometimes it is necessary to resort to frequent 
small feedings. Those who recover usually go on to 
the final stage of cirrhosis. 

Transition from fatty liver to cirrhosis —This 
process is variable; it may be rapid or slow, or it may 
not occur. The liver which once was large may now 
be small and nodular as a result of fibrotic changes and 
regeneration. Jaundice may not be present. There is 
usually a loss of weight, wasting of muscle mass, 
anorexia, fatigue, and loss of libido. Signs of portal 
obstruction appear, the spleen is enlarged, veins on the 
abdominal wall become distended, and roentgenograms 
will show esophageal and gastric varices. Ascites and 
peripheral edema are frequently present, often to a 
considerable degree. Usually there is a marked reten- 
tion of bromsulphalein, low serum albumin, and low 
blood cholesterol. The serum alkaline phosphatase is 
frequently high. These patients usually have a long 
history of previous liver disease. 

The ascites and the muscle wasting which give the 
person a spiderlike appearance is caused by a high 
portal pressure and a low serum osmotic colloid pres- 
sure.® Initially these patients require paracentesis but 
the procedure is necessary with decreasing frequency 
when sodium is restricted to 200 mg. daily. This type 
of diet can also be found in the publications of the 
National Research Council.?’ The importance of this 
diet must be stressed to the patient, with frequent re- 
view of the sources of sodium to be looked for and 
guarded against. The serum sodiurh is often low be- 
cause of the loss of the electrolytes in paracentesis ; 
this must be watched for. However, the low-sodium 
syndrome is rare unless frequent and massive para- 
centesis is resorted to. Usually with this regimen a 
satisfactory diuresis with the loss of ascites and edema 
will occur in 2 weeks, although at times it will take 
longer. Progress is noted by loss of fluid, filling in of 
the muscle mass, and return toward normal of liver 
tests. 

Surgical procedures to correct the high portal pres- 
sure have been devised, but because of the high mor- 
tality in these poor-risk cases this approach should be 
reserved for the more serious complications. The use 
of sodium-free human serum albumin has also been 
used in an attempt to correct the serum colloid pressure. 
This too can be dangerous by increasing the blood vol- 
ume and thus causing rupture of varices and fatal hem- 
orrhage.°® 

Cirrhosis with esophageal hemorrhage.—Hemor- 
rhage from the gastrointestinal tract by rupture of 
esophageal and gastric varices is to be feared and 
guarded against. When it does occur it is a medical 
emergency. Prompt efforts to stop the bleeding, pre- 
vent shock, halt further liver damage, and prevent 
hepatic coma must be taken. It has been found that a 
well trained team of internist, radiologist, and surgeon 
will have the best record of finding the source of the 
bleeding and stopping it.*’° In the esophageal and the 
upper gastric sites of bleeding the use of the Sengstak- 
en tube has been of great value. Shock must be pre- 
vented by administration of glucose and blood. The 
hemoglobin should be maintained at 10 grams per 100 
cc. In an effort to prevent hepatic coma the intestinal 
tract must be cleansed with lavage, cathartics, and 
enemas. Antibiotics are introduced into the intestinal 
tract to decrease the intestinal flora of bacteria which 
would act on the protein particles with the resultant 
formation of ammonia. Tube feeding with protein-free 
starch hydrolysates is tried, and gradually milk is add- 
ed, the sodium-free variety if ascites is present. If it is 
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definitely established that the hemorrhage 1s due to 
portal hypertension, a surgical shunt must be consid- 
ered. All factors of risk are carefully evaluated, and 
the patient is adequately prepared for surgery from a 
blood standpoint at least. The mortality from this type 
of surgery is high because of the poor-risk patients in- 
volved; however, results are also directly related to 
competence of hospital personnel. 

Hepatic coma.—There are many theories concern- 
ing the production of hepatic coma.*'? The most im- 
portant is a deficiency in the metabolism and the trans- 
port system of ammonia so that increased amounts 
reach the brain. A triad of signs and symptoms is 
produced: lethargy, flapping tremor, and electroen- 
cephalographic changes. The duration of sleep is in- 
creased and a noisy state of confusion is present when 
the patient is awake. Great care in the use of hepato- 
toxic agents is needed, such as hypnotics, analgesics, 
sedatives, and anesthetics to prevent the precoma state 
from becoming a coma. In treatment restriction of 
protein is necessary, in conjunction with cleansing of 
the gastrointestinal tract. Since most of these patients 
have ascites the restriction of sodium is also needed. 
Frequent determinations of the electrolytes and the 
serum proteins should be made. Nutrition is main- 
tained with the protein-free starch hydrolysates. Anti- 
biotics are used to lower the intestinal flora content, 
and slowly protein is added to the diet. At times even 
with the continuous use of antibiotics protein is not 
well tolerated. These patients again fall into coma and 
die either of liver failure or from disturbances of the 
blood elements resulting in hemorrhage. If there is to 
be a favorable response to therapy for the coma, it wil! 
be evident in 24 to 36 hours. 

In man, in contrast to the specific deficiencies pro- 
duced in experimental animals by the withholding of 
certain amino acids, it appears that a normal basic diet 
will furnish all of the necessary elements in sufficient 


quantities for the treatment of the nutritionally altered 
liver. Variations of the diet become necessary when 
the complications of hemorrhage and coma ensue. How- 
ever, when hope of alteration of the liver process is 
still held, the nutritional intake must approximate this 
basic diet. The work of Chalmers’* in Tokyo with the 
thousands of men with hepatitis in the service hospitals 
has also borne this out. The men were given unlimited 
soda bar privileges in addition to their basic diet, pro- 
viding a high caloric but otherwise basically propor- 
tioned diet. Many of these servicemen have been fol- 
lowed for years and no significant increase in the 


tendency toward cirrhosis has been noted. 
Central Chambers. 
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ILOPAN AND ITS USAGE"* 


HERMAN KOHN, D.O., F.A.C.O.S. 
Philadelphia, Pennsylvania 


‘. THE PRACTICE of surgery, we are constantly 
seeking methods to simplify the postoperative problems 
of our patients. The unpredictable postoperative condi- 
tion of intestinal atony has been a continuous challenge. 
The routine administration of the enterokinetic drugs 
and enemas has not been completely satisfactory. Many 
patients are more distressed after this procedure than 
before it. This causes increased problems and a longer 
period of morbidity. 

A newer approach to the problem of intestinal 


*Presented at the annual meeting of the American College of Osteo- 
pathic Surgeons, Boston, October 29, 1958. 
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atony or ileus involves the use of a drug known com- 
mercially as Ilopan. Ilopan is the alcohol of pantothenic 
acid, a component of coenzyme A. Coenzyme A is nec- 
essary for the formation of acetylcholine,? which in 
turn is hydrolized and neutralized by cholinesterase. 
The addition of pantothenyl alcohol increases the 
acetylcholine available for the body economy. There 
are two theories regarding the action of pantothenyl 
alcohol: 1. The induced acetylcholine acts as a para- 
sympathomimetic drug. 2. The action is on adreno- 
cortical function.? 

Edwards’ reported his experience with Ilopan in 
21 cases. He concluded that pantothenyl alcohol has a 
definite place in the resolution of postoperative intes- 
tinal atony or ileus. Sclausero* administered 500 mg. of 
pantothenyl alcohol intravenously four times in 18 
hours; the therapy was discontinued if not effective 
within this period. Prophylactically he used 500 mg. 
24 and 36 hours postoperatively. The treatment was 
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not effective in 18 per cent of the 34 cases. There were 
no untoward side effects. 


Study of 100 cases 


In order to gain further information on the use of 
Ilopan{ in intestinal atony or ileus, I undertook a study 
of its effects in 100 patients following various types of 
surgical operations. The drug was administered intra- 
muscularly, 500 mg. immediately after the operation 
and again in 2 hours. The same dosage was then given 
every 12 hours until the patient had a spontaneous 
bowel movement or an enema was given. It should be 
noted that this amount of pantothenyl alcohol is in 
marked excess of the daily requirement of 10 mg. 

Of the 100 patients, 70 were female and 30 male; 
the youngest was 13 years old and the oldest 77, with 
the average age about 40. Gynecologic and obstetric 
procedures comprised 46 of the operations; 18 were 
gastro-pancreatico-biliary, and 6 were intestinal. There 
were 18 appendectomies, 7 herniorrhaphies, and 5 opera- 
tions of other kinds. The anesthetic agent in most cases 
was sodium pentothal, either alone or with nitrous 
oxide, Quelicin, saddle block, or spinal anesthesia. In 
one case a local anesthetic was used. 

The smallest number of doses of Ilopan given was 
4, the largest 17; on the average, 8 doses were required. 
Results were classified as follows: 


Excellent—minimal or no postoperative distention, 
no cessation or diminution of intestinal peristalsis, 
asymptomatic gas passage, no intestinal cramps, no 
enemas required. 

Good—minimal postoperative distention, minimal 
decrease in intestinal peristalsis, occasional mild intes- 
tinal cramp with gas passage, no more than one enema 
required. 


Fair—distention apparent and mildly distressing, 
disabling ‘“‘gas pains,” decreased peristalsis, more than 
one enema required for relief. In these cases the Ilopan 
dosage was given at shortened intervals until symptoms 
were relieved and peristalsis normalized. 

Poor—symptoms not controlled by Ilopan; other 
measures required. 


Of the 100 cases, results were excellent or good in 
84, fair in 12, and poor in 3. There was one earl 
postoperative death; in this case the patient was a 65. 
year-old woman with a known poor cardiac reserve. A 
simple gastrojejunostomy had been performed in the 
attempt to stop vomiting and starvation associated with 
complete obstruction of the pylorus. Seven doses of 
Tlopan were administered ; there was no postoperative 
distention or distress. Her death on the second post- 
operative day was due to the heart involvement. 

Following are details of the 3 cases showing poor 
results : 


Case 1.—The patient, a 35-year-old woman, was 
given Ilopan in the effort to re-establish bladder func- 
tion following anterior colporrhaphy and the Kelly pro- 
cedure. 

Case 2.—The patient was a 34-year-old man; Ilo- 
pan was administered on the fifth postoperative day, 
for distention and constipation. The dosage was 500 
mg. every 4 hours, for a total of 3 doses. There was 
passage of gas, but rectal hemorrhage ensued. Although 
I do not believe that Ilopan was a factor in the de- 
velopment of this complication, the case should not be 
classified as other than one with poor results. 


+The Tlopan used in this study was supplied by Warren-Teed Prod- 


ucts Company, Columbus, Ohio. 
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Case 3.—The patient, a 55-year-old woman, had 
undergone anterior and posterior colporrhaphy and 
trachelectomy. Fecal impaction developed on the third 
postoperative day, and Ilopan caused distressing ab- 
dominal cramps. This patient had had symptomatic di- 
verticulosis of the sigmoid for many years. 


Of the whole series of patients, 43 had normal 
bowel movements without enemas, and 57 received at 
least one enema. In this connection it should be noted 
that in treatment with pantothenyl alcohol the greatest 
problem arises in nursing care. It is sometimes difficult 
to impress upon nurses the importance of refraining 
from giving enemas until these are ordered. In view 
of their training, nurses are apt to be frustrated by a 
situation in which a patient has no bowel movement for 
3 to 5 days without complaint or distention. 


Comment 


It is acknowledged that this was a survey study 
and that an unknown percentage of these patients 
would have had little or no trouble without postopera- 
tive therapy of any type. However, observation of this 
series has demonstrated that pantothenyl alcohol (Ilo- 
pan) has much to offer the postoperative patient. Some 
of the best results were achieved in those procedures 
in which the greatest problems were anticipated. Subse- 
quent to this series I have not hesitated to administer 
500-mg. doses at 1- to 4-hour intervals, depending on 
the severity of the situation. The few patients who 
have a history of diverticulosis or colitis seem to de- 
velop distressing cramps during treatment with Ilopan. 

When symptom-free, patients were continued on 
Ilopan for 4 to 5 days without a bowel movement or 
enema, to watch their clinical course. After the pro- 
gram was explained and they were assured of no harm 
from the treatment, convalescence was uneventful. 
There was no evidence of vagotonia at any time. The 
abdomen was flat and soft, peristalsis was normal, as 
were temperature, pulse, and respiration. 

Since this study was completed, continued use of 
Ilopan has substantiated the results as reported. 


Summary 


One hundred patients who had undergone various 
surgical procedures were treated with pantothenyl alco- 
hol (Ilopan, Warren-Teed) postoperatively, to deter- 
mine the effect on intestinal atony or ileus. Results 
were excellent or good in 84 cases and fair in 12. Al- 
though the mode of action of pantothenyl alcohol is not 
exactly known, it appears to have specific usefulness in 
the relief of abdominal distress following operations in 
cases that do not involve diverticulosis or colitis. 
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Review 
in P EDIATRIC infections* 


EDWARD F. ROBERTS, M.D., Ph.D.+ 
Philadelphia, Pennsylvania 


A: THE ouTSET, I should like to make it clear 
that I am not a pediatrician, and thus I am unable to 
draw on my own clinical experience. As Director of 
Clinical Investigation for Wyeth Laboratories for the 
past 13 years, my special interest changed about 9 years 
ago from preventive medicine to antibiotics. To some 
degree at least, I have guided the clinical development 
of benzathine penicillin G (Bicillin), phenoxymethyl 
penicillin (penicillin V), and recently triacetyloleando- 
mycin (Cyclamycin). On these antibiotics I feel quali- 
fied to speak with authority. On most others I have 
utilized data from the antibiotic symposia and published 
articles by the eminent clinicians listed in the bibliogra- 
phy. With the above in mind, my presentation might 
be called an evaluation or appraisal, rather than a re- 
view, of antibiotic therapy in pediatric infections. I 
shall discuss chiefly bacterial infections, although men- 
tion will be made both of viral infections and of other 
antimicrobial agents, such as the sulfonamides and ni- 
trofurans. 


General considerations 


A prerequisite for understanding the role of anti- - 


biotics in infections is a background of information on 
the triad of host, parasite, and antibiotic. It seems per- 
tinent, therefore, to discuss first a few general consid- 
erations involving the interplay of mechanisms within 
this triad. 

Host.—The immune status of the host influences 
microbial invasiveness and spread of infection, and 
consequently clinical response to the chosen antibiotic. 
It is well known that immunity in the host is both 
cellular and humoral. The ability of phagocytes, chiefly 
the polymorphonuclear leukocytes, to engulf and de- 
stroy bacteria may determine whether the infection 
becomes localized as in a boil or generalized as in 
staphylococcal septicemia. The presence of bactericidal 
antibodies in the blood and in other body fluids will cer- 
tainly influence the course of the infections. Both ex- 
perimental and clinical data suggest that the judicious 
use of gamma globulin may increase the beneficial effect 
of antibiotics in selected patients seriously ill with bac- 

*Based on a talk presented at the Twenty-seventh Annual National 
— Child Health Conference and Clinic, Kansas City, April 21, 


tDirector of Clinical Investigation, Wyeth Laboratories, Philadelphia, 
Pennsylvania. 
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terial infection ; but the value of this adjunct is exceed- 
ingly difficult to assess. 

The age of the patient may alter the character of 
infection by the same etiologic agent. For instance, as 
Rantz' has observed, an acute streptococcal infection in 
a child under 4 years of age may express itself as acute 
rhinitis ; whereas in the older child, the same organism 
sets up the classical picture of acute tonsillar pharyngi- 
tis with characteristic exudate. 

Location of the infection is another factor marked- 
ly affecting severity, therapeutics, and prognosis. As an 
example, a pneumococcal pneumonia is now a relatively 
mild or moderate disease, readily amenable to penicillin 
treatment ; but let pneumococci reach the meninges and 
the problem is entirely different. 

Then, too, resistance of the host can be lowered by 
use of steroids and exposure to radiation. Also, dia- 
betes, liver disease, and blood dyscrasias may render a 
patient more vulnerable to infection. 

Parasite-—The invading bacterium does not- play 
a passive role in infection. We are all carriers of or- 
ganisms—on the skin, in the nasopharynx, in the gas- 
trointestinal tract—and there is a constant struggle 
between the immune status of the host and the virulence 
of the pathogen. The latter secretes enzymes which 
may counteract immunity or neutralize antibiotic ac- 
tivity. For instance, some bacteria produce a leukocidin 
which repels phagocytes. Some strains of staphylococci 
produce penicillinase which neutralizes penicillin. 

Antibiotic —Broadly speaking, antimicrobial agents 
are either bactericidal or bacteriostatic. Drugs which 
actually kill organisms are bactericidal; those which 
only stunt growth and multiplication are bacteriostatic. 
The difference is largely a quantitative one. Obviously, 
bacterial destruction is irreversible. Agents may be 
bacteriostatic at one concentration for a given time ex- 
posure, and bactericidal when concentration or exposure 
or both are increased. Examples of bactericidal anti- 
biotics are penicillin, streptomycin, bacitracin, neomy- 
cin, and polymyxin. Among the bacteriostatic antimi- 
crobial agents are the tetracyclines, chloramphenicol, 
erythromycin, oleandomycin, novobiocin, and all sulfas. 

Blood absorption and renal excretion are criteria 
which reflect utilization of an antibiotic. By the oral 
route, penicillin V is absorbed and excreted twice as 
well as buffered penicillin G. This difference is difficult 
to assess clinically, unless the infection is a severe one, 
like bacterial endocarditis. Here, Quinn and his asso- 
ciates* at the Henry Ford Hospital, Detroit, have shown 
that penicillin V is clearly superior to penicillin G when 
given by the oral route. 

The ability of the antibiotic to penetrate inflamed 
membranes may be an important consideration. For 
example, chloramphenicol diffuses readily across the 
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blood-brain barrier and produces effective concentra- 
tions in the cerebrospinal fluid. 

Continued use of an antibiotic may render it in- 
effective as a result of the emergence of resistant mu- 
tants within the bactérial species or strain. In simpler 
terms, this means that the antibiotic eliminates the sus- 
ceptible cells, allowing growth and dominance of the 
naturally resistant cells. This is best illustrated by the 
virulent Staphylococcus aureus. As far as is known, 
this organism will develop resistance to any antibiotic 
on prolonged use. On the other hand, resistance has 
not been proved following the clinical use of antibiotics 
in infections caused by Group A beta hemolytic strep- 
tococci, gonococci, pneumococci, and Treponema palli- 
dum, although this may be achieved under artificial 
laboratory conditions. It is well to remember that re- 
sistance and susceptibility are relative terms. United 
States surveys on susceptibility of gonococcal strains 
to penicillin reveal a maximal inhibitory concentration 
of 0.3 unit per ml. Since the average is now 0.05 unit 
per ml., some writers might call a strain requiring 0.3 
unit per ml. resistant. This is actually decreased sus- 
ceptibility ; certainly no one would tag as resistant a 
Staphylococcus aureus strain with an inhibitory penicil- 
lin concentration of 0.3 unit per ml. 

This leads to the topic of susceptibility tests. It 
will be noted that I do not say “sensitivity” tests. It is 
my firm belief that the word “sensitivity” should be re- 
served for the state of hypersensitivity occasionally pro- 
duced in the patient following repeated exposure to an 
antibiotic. The antimicrobial activity of an antibiotic, 
as evidenced by in vitro tests, is properly expressed as 
either susceptible or resistant. 

Useful information can be obtained from the sim- 
ple screening method provided by the disk test. In 
complicated situations tube dilution tests are preferable 
to help select one or more antibiotics for treatment. A 
word of caution relative to the disk test: So many 
variable factors influence the size of the clear zone that 
the test cannot be interpreted quantitatively, but only 
qualitatively ; that is, the organism is either susceptible 
or resistant to the concentration of antibiotic placed in 
the disk. Since there is no standard or even uniformity 
of antibiotic concentrations in disks, it is misleading to 
compare relative antimicrobial activity on this basis. 


Diagnosis 


The above considerations of the host-parasite-anti- 
biotic triad lead to the problem of diagnosis. How pre- 
cise should we attempt to be? What antibiotic should 
be selected ? 

It is axiomatic to say that an etiologic diagnosis 
should be made if at all possible to insure greater suc- 
cess in therapy. This premise is true because no single 
antibiotic is effective against all disease-producing bac- 
teria. 

A reasonable guess. as to the probable cause of 
some diseases is possible on clinical grounds alone. This 
may be based on previous experience with similar ill- 
ness in the same community (epidemiology) and pre- 
viously proved etiology in similar circumstances. Pres- 
ence of a rash characteristic of scarlet fever strongly 
suggests a streptococcal infection. Breese and Disney* 
tested their diagnostic acumen by recording on punch 
cards a clinical guess at the time they took the first 
nasopharyngeal swab in children with acute strepto- 
coccal disease. When checked against cultures later, 
they found that they were right in 75 per cent of cases, 
but missed in 25 per cent the correct diagnosis of group 
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A streptococcal infections. Many pediatricians prepare 
cultures in their own offices by utilizing blood agar and 
other media in plastic Petri plates, which cost no more 
than 50 cents each. This method usually suffices for 
mild, common infections. But in serious infections, 
such as meningitis, laboratory aid is necessary to de- 
lineate the etiologic agent as Hemophilus influenzae, 
pneumococcus, streptococcus, or possibly the tubercle 
bacillus. In the fields of chronic or recurrent bacterial 
infections, specific bacteriologic diagnosis should be 
mandatory. These include chronic pyoderma, chronic 
purulent otitis media, bacterial endocarditis, empyema, 
and osteomyelitis. 

It would simplify diagnosis and antibiotic selection 
if we could predict accurately the disease course with- 
out treatment and know whether or not the chosen 
antibiotic would be tolerated without side effects in a 
particular patient. This we cannot do; so we often re- 
sort to statistics. Neter* points out the fallacy in such 
reliance by telling the story of the doctor who recom- 
mended surgery for one of his patients. The patient 
hesitated, then said, “Doctor, tell me first how many 
patients die during this type of operation.” The doctor 
wished to instill confidence in this patient, so he replied, 
“To be frank, 10 out of 100 die, but you don’t need to 
worry; my 10 are dead already.” 


Specific therapy 


With the foregoing considerations in mind, atten- 
tion may be turned to the meat of this topic: specific 
therapy. In an effort to make this presentation as prac- 
tical yet as comprehensive as possible, indications will 
be covered from three angles: (1) based on the mi- 
crobial agent, (2) based on the clinical disease, and (3) 
based on the antibiotics themselves. This allows over- 
lapping and some duplication, but I think it may be 
helpful. 

Microbial indications —An easy way to remember 
the antibacterial spectrum of antibiotics is that most 
pathogens are either rods (usually gram-negative) or 
cocci (usually gram-positive). Antibiotics chiefly lethal 
to rods only are streptomycin and polymyxin. Those 
chiefly lethal to cocci only are penicillin, bacitracin, 
ristocetin, and vancomycin. Neomycin is bactericidal 
for a wide variety of rods and cocci. Bacteriostatic anti- 
biotics affecting chiefly the cocci are erythromycin, 
novobiocin, and oleandomycin. Agents bacteriostatic 
for both rods and cocci include the tetracyclines, chlor- 
amphenicol, kanamycin, sulfas, and nitrofurans. 

Borrowing somewhat from a table by Silver, 
Kempe, and Bruyn,’ the following specific microbial 
indications are offered for your guidance: 


Gram-positive cocci 


Streptococcus Penicillin V or G 
(beta-hemolytic) : 
Streptococcus Penicillin V + streptomy- 
(alpha-viridans ) : cin 
Streptococcus fecalis Penicillin VY + streptomy- 
(enterococcus ) : cin 
Staphylococcus : Penicillin V for susceptible 
strains 
Staphylococcus : Vancomycin, _ristocetin, 
kanamycin, or triacetyl- 
oleandomycin for penicil- 
lin-resistant strains 
Pneumococcus : Penicillin V 
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Gram-negative rods 
Aerobacter 
aerogenes : 


Neomycin, kanamycin, pol- 
ymyxin, sulfas, or ni- 
trofurans 

Chloramphenicol, neomycin, 


Escherichia coli: 
polymyxin, sulfas, or ni- 


trofurans 
Proteus: Novobiocin, or neomycin + 
nitrofurans 
Pseudomonas : Polymyxin 
Salmonella : Chloramphenicol 
Shigella : Chloramphenicol, tetracy- 
cline, or polymyxin 
Friedlander’s: Streptomycin, polymyxin, 
or kanamycin 
Hemophilus Chloramphenicol, triacetyl- 
influenzae : oleandomycin, or poly- 
myxin 
Hemophilus None very effective—try 
pertussis : chloramphenicol, tetracy- 


cline, or erythromycin 


Gram-negative cocci 


Gonococcus : Penicillin 
Meningococcus: Sulfa + penicillin 
Miscellaneous 

Corynebacterium Penicillin +- antitoxin 
diphtheriae : 

Tubercle bacillus Streptomycin + INH + 

PAS 

Rickettsiae Chloramphenicol or tetracy- 
(Q fever) : cline 

Treponema pallidum: Penicillin 

Vincent’s bacillus: Penicillin 


Disease indications 


Respiratory.— 

1. Acute tonsillitis, pharyngitis, cervical adenitis: 
These conditions usually are due to the beta hemolytic 
streptococcus ; penicillin is the most effective drug. It 
should be given orally for 10 days to prevent recur- 
rences and nonsuppurative complications such as rheu- 
matic fever and glomerulonephritis. A single intra- 
muscular dose of benzathine penicillin G is the best 
insurance in these cases. A viral etiology should be 
ruled out by taking nasopharyngeal cultures. 

2. Otitis media: The purulent variety suggests the 
pneumococcus or beta hemolytic streptococcus as likely 
causes ; also Hemophilus influenzae must be considered 
in children under 7 years of age. In the young child, 
therefore, penicillin and chloramphenicol are indicated. 
Penicillin and a sulfonamide are often effective, because 
the sulfas penetrate closed spaces like the middle ear, 
and recurrences appear to be less frequent.* Again it is 
important to continue therapy for 10 days to prevent 
recurrences and mastoiditis. Triacetyloleandomycin 
shows in vitro activity against the influenza bacillus, 
and has been clinically effective in a small series of 
patients. 

3. Sinusitis: This disease is difficult to recog- 
nize in infancy.* Sinusitis in the child usually has the 
same bacterial etiology as otitis media, and therefore 
the same management prevails. 

4. Infectious croup: This usually is due to one or 
more viral agents. However, severe fulminating croup 
with marked epiglottic swelling and redness may be due 
to Hemophilus influenzae or less often to beta hemolytic 
streptococci or pneumococci. It is a real pediatric 
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emergency. Vigorous parenteral therapy should be in- 
stituted at once. Penicillin plus either chloramphenicol 
or streptomycin is indicated.® 

5.. Bronchitis and bronchiolitis: These conditions 
usually are viral. They seldom call for an antibiotic 
unless a complication such as bacterial pneumonia de- 
velops. Bronchiolitis with obstructive emphysema is 
common in infants.* High’ has used tetracycline to pre- 
vent secondary bacterial complications. 

6. Pneumonia: This is a common complication of 
acute respiratory infections in childhood. Penicillin is 
indicated for the frequent pneumococcal form, as it is 
for the rare streptococcal pneumonia. In infants there 
is an alarming increase in penicillin-resistant staphylo- 
coccal pneumonias, which should be suspected when- 
ever empyema, pneumothorax, or lung cysts appear in 
a small child who has a personal or family history of 
boils, or contact with hospital patients.® The newer 
antibiotics—vancomycin, ristocetin or kanamycin—are 
advocated for severe staphylococcal infections. Occa- 
sionally, Hemophilus influenzae causes pneumonia; in 
this event, chloramphenicol or triacetyloleandomycin is 
indicated. Kanamycin may be effective in Friedlander’s 
pneumonia, which is seen occasionally in the older child. 

Meningeal.— 

1. Meningococcal: It is well known that the sulfas 
have given excellent results in acute epidemic meningo- 
coccal meningitis. In fulminating cases, penicillin may 
be added. 

2. Pneumococcal or streptococcal: Penicillin is the 
drug of choice. In pneumococcal meningitis, Lepper* 
showed that penicillin in large doses was the most effec- 
tive drug available. But when intravenous chlortetracy- 
cline was added, the efficacy was diminished. In an 
acutely ill child to be treated empirically on suspicion 
of a coccal infection, penicillin plus streptomycin would 
be the logical choice. 

3. Influenzal: Chloramphenicol is recommended 
for meningitis caused by Hemophilus influenzae. 

Urinary.—In some hospitals the sulfas or nitro- 
furans are the drugs of choice in treating urinary tract 
infections.® If these drugs fail when gram-negative 
rods such as Pseudomonas, Escherichia coli, and Aero- 
bacter aerogenes are implicated, parenteral use of 
polymyxin B in hospitalized patients is justified.’° 
When Proteus is involved, it is desirable to acidify the 
urine and use novobiocin. If there is a mixed urinary 
tract infection with both gram-positive and gram-nega- 
tive rods present, a penicillin-sulfa combination is 
usually effective. 

Gastroiniestinal.— 

1. Staphylococcal enterocolitis: This superinfec- 
tion is an apt illustration of the cure being worse than 
the disease. The bacteriostatic so-called broad-spectrum 
antibiotics have been incriminated more often than 
other agents. By suppressing growth of the normal 
bacteria in the intestines, a few highly pathogenic or- 
ganisms like Staphylococcus may grow profusely, re- 
sulting in a fulminant course, and sometimes a fatal 
outcome. If microscopic examination of the feces re- 
veals numerous gram-positive cocci, the original anti- 
biotic should be withdrawn and an antibiotic substituted 
which is known to kill staphylococci, such as vancomy- 
cin or ristocetin. Kanamycin or triacetyloleandomycin 
also may be used. 

2. Typhoid fever (salmonellosis) : Chlorampheni- 
col is indicated.® 

3. Bacillary dysentery (Shigella) : Chlorampheni- 
col or tetracycline has been advocated for bacillary 
dysentery. Polymyxin by mouth is also effective against 
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shigella. A combination of polymyxin and dihydro- 
streptomycin (neither absorbed appreciably from the 
gastrointestinal tract) in a highly activated clay vehicle 
has been beneficial in the bacterial diarrheas. 

Soft tisswe—Most soft tissue infections are caused 
by streptococci or staphylococci. Penicillin suffices for 
these when the staphylococcal strains are penicillin sus- 
ceptible. Olansky and McCormick"* and McCrumb and 
Snyder? have shown triacetyloleandomycin to be re- 
markably effective in recurrent furunculosis (especially 
when the staphylococcal strain was penicillin resistant). 
In addition, Olansky and McCormick" obtained excel- 
lent clinical results with this antibiotic in pustular acne. 

Septicemia.— 

1. Staphylococcal: This is a severe infection and 
usually requires heroic measures to control. As indicated 
previously, the antibiotic “shock troops” are vancomy- 
cin, ristocetin, or kanamycin. The first two are bac- 
tericidal and must be given intravenously. If these fail 
or are unavailable, one could resort to the second line 
of defense, using novobiocin, triacetyloleandomycin, or 
erythromycin, all bacteriostatic agents. It should not be 
forgotten that penicillin is the drug of choice if the 
staphylococcal strain is susceptible and the patient is 
not allergically sensitive to this antibiotic. 

2. Bacterial endocarditis: The most frequent cause 
of this infection is the alpha streptococcus (viridans). 
Until recently, the accepted therapy was intramuscular 
procaine penicillin G with streptomycin, using probene- 
cid to inhibit renal excretion and thus obtain higher 
blood concentrations. Quinn and associates? have shown 
that oral penicillin V will effect a clinical remission if 
the streptococcal strain is highly susceptible. If only 
moderately susceptibie, the penicillin V is supplemented 
by streptomycin, plus probenecid if necessary. The lat- 
ter regimen was also effective in endocarditis caused by 
other bacteria. In children, use of probenecid is usually 
avoided because of frequent side effects. 

Individual antibiotics 

Bactericidal antibiotics.— 

1. Penicillins: Penicillin is still the most useful and 
least toxic of available antibiotics. It has a wider bac- 
terial spectrum than is generally appreciated. Active 
against pathogenic gram-positive and gram-negative 
cocci, gram-positive rods, spirochetes, and actinomyces 
fungus, its only spectrum weakness is the gram-nega- 
tive rods. Even here penicillin may be useful. Dow- 
ling’® calls attention to its activity against some strains 
of Proteus mirabilis. Kempe’® has treated Aerobacter 
aerogenes infections successfully with large doses of 
penicillin when the isolate was completely resistant by 
disk tests to other antibiotics. 

The low toxicity of penicillin is illustrated by the 
fact that as little as 100,000 units has proved clinically 
valuable, yet some patients with bacterial endocarditis 
tolerate as much as 100 million units daily. I doubt that 
there has been any other drug, and certainly no other 
antibiotic, that can be used over a thousand-fold range 
with both safety and efficacy. It is true that penicillin 
allergy is a disturbing side effect. It is infrequently 
encountered in pediatric practice and usually is less 
severe than in adults. Anaphylactic reactions to oral 
penicillin are rare. I am not aware of any typical 
anaphylactic reaction to penicillin V. Two reactions 
reported in adults were anaphylactoid ; that is, delayed 
onset and less severe. 

A word of caution should be given about penicil- 
linase. This enzyme has been used to neutralize the 
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delayed type of penicillin reaction. I have noted in the 
literature four instances'*?* of anaphylaxis attributed 
to penicillinase—so this may be a two-edged sword. 

A major break-through in the penicillin field is the 
recent announcement from British research laborato- 
ries’ of the isolation of 6-amino-penicillanic acid. This 
makes possible the synthetic production of new penicil- 
lins which (1) may solve the problem of resistant 
staphylococci, (2) may enhance activity against gram- 
negative rods, and (3) may elicit no reactions in peni- 
cillin-sensitive patients. 

2. Streptomycin and dihydrostreptomycin: These 
compounds are well known for their antituberculous 
activity. Their use in combination therapy will be dis- 
cussed later. In acute bacterial infections caused by 
gram-negative rods, resistant cells emerge rapidly un- 
less the organism is eradicated quickly. In such cases, 
organism susceptibility to streptomycin should be re- 
tested after several days if the clinical response has not 
been satisfactory. 

Side effects from streptomycin include rash, fever, 
bone marrow depression, and reversible vestibular dam- 
age manifested by dizziness.’ Dihydrostreptomycin is 
potentially the more dangerous drug because delayed 
(3 to 5 months) irreversible deafness may follow the 
administration of a single small dose. Because of the 
delayed onset of this complication the true cause is sel- 
dom recognized.® 

3. Polymyxin B sulfate: Polymyxin,_: bacitracin, 
and neomycin have certain common properties: (1) 
they are highly bactericidal, (2) they are absorbed 
only slightly from the gastrointestinal tract, (3) resist- 
ant mutants rarely emerge, and (4) allergic reactions 
are rare.® 

Polymyxin is the most effective antibiotic for Pseu- 
domonas (pyocyaneus) infections. It is given orally for 
the treatment of intestinal infections caused by Pseudo- 
monas or Shigella. Systemic use should be limited to 
seriously ill, hospitalized patients. Indications are sep- 
sis, meningitis, or urinary tract infections caused by 
Pseudomonas, Escherichia coli, Aerobacter aerogenes, 
Klebsiella pneumoniae, or Hemophilus influenzae.’° 

Side effects from polymyxin include headache, 
hypesthesia, and fever. Watch for albuminuria and 
cylindruria. An elevated nonprotein nitrogen level is 
an alarm signal.® 

4. Bacitracin: This narrow-spectrum antibiotic 
(gram-positive cocci) is highly effective for topical 
treatment of infections localized in the skin, mucous 
membranes, wounds, and burns.?° So used, it is harm- 
less. If the clinical situation warrants intramuscular 
administration, watch for nausea, vomiting, and signs 
of transient nephrotoxicity.5 With the advent of newer 
antibiotics active against staphylococci, the systemic 
use of bacitracin has become almost obsolete. 

5. Neomycin: Neomycin is a true broad-spectrum 
antibiotic. Given by mouth, it is highly effective in lo- 
calized infections. Neter* considers neomycin the drug 
of choice in epidemic or sporadic diarrheal disease of 
infants caused by enteropathogenic Escherichia coli. It 
has controlled several outbreaks in newborn babies and 
infants in hospital wards, and has prevented spread of 
the disease to other patients.° 

Unfortunately, the intramuscular administration 
of neomycin is fraught with danger. If therapy extends 
beyond the tenth day and the total daily dose exceeds 7 
mg. per pound, renal and auditory changes are likely 
to occur. As with dihydrostreptomycin, irreversible 
deafness may develop. Nephrotoxic manifestations are 
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A prerequisite for understanding 
the role of antibiotics in 
infections is a background of 
information on the triad 


of host, parasite, and antibiotic 


mild albuminuria, granular casts, oliguria, and elevated 
blood urea nitrogen. Nephrotoxicity is transient unless 
previous renal impairment existed.® 

6. Ristocetin and vancomycin: These relatively 
new antibiotics are discussed together because (1) they 
must be given intravenously, and (2) they are reserved 
chiefly for patients hospitalized with severe staphylo- 
coccal infections.* Good results have been obtained by 
Romansky” with ristocetin in entrococal infections. 
Cross-resistance to other antibiotics has not been noted. 
Solutions are irritating to tissues so care must be taken 
to avoid extravasation. 

Bacteriostatic antibiotics. — 

1. Chloramphenicol: This is another antibiotic 
with a wide bacterial spectrum. Most strains remain 
highly susceptible to its antimicrobial activity. It is the 
drug of choice in typhoid fever; it has been effective 
in respiratory infections and in meningitis caused by 
Hemophilus influenzae, the most frequent type of men- 
ingitis in babies under 2 years of age. 

Prior to 1938, not a single child in the Buffalo 
Children’s Hospital recovered from the latter infection. 
From June 1955 to June 1958, 106 patients received 
chloramphenicol along with sulfonamides. Only 5 of 
these died, not excluding patients who survived only a 
few hours after hospital admission. Thus a death rate 
of 100 per cent was replaced by a recovery rate of bet- 
ter than 95 per cent.® 

Chloramphenicol sodium succinate facilitates the 
parenteral use of this antibiotic. The discovery several 
years ago of blood dyscrasias, especially aplastic ane- 
mia, temporarily retarded its clinical use. It is estimat- 
ed that blood dyscrasia ensues in 1 out of 40,000 pa- 
tients given chloramphenicol.° The physician must 
decide whether this abnormality is caused by the drug 
or by the disease for which the drug was selected. 

2. Kanamycin: This relatively new antibiotic is 
closely related to neomycin and to streptomycin in anti- 
bacterial activity and toxicity. Its indications are :*° 

a. Intramuscular administration for severe 
Staphylococcus aureus infections 

b. Intramuscular administration for strepto- 
mycin-resistant tuberculosis 

c. Intramuscular administration for Esche- 
richia coli, proteus, and aerogenes infections of the uri- 
nary tract ‘ 

d. Oral route for certain bacterial diarrheas— 
serotypes of Escherichia coli, shigella, and salmonella 
species ; also for the typhoid carrier state 
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e. Aerosol administration in children with 
cystic fibrosis of the pancreas to reduce incidence of 
bronchopulmonary involvement. 

The most frequent toxic reactions are transient 
albuminuria and casts in the urine. Eighth nerve dam- 
age, either vestibular or labyrinthine, has been observed 
in adults. Treatment beyond 10 days should be avoided 
in children.”° 

3. Tetracyclines: Chlortetracycline and oxytet- 
racycline have been largely replaced by tetracycline, as 
a result of the latter’s record of fewer side effects. The 
antibacterial spectrum of these antibiotics is similar to 
that of chloramphenicol, but against several species, ac- 
tivity is less. I can find no disease in which tetracycline 
is the outstanding drug of choice unless it be acute 
peritonitis or rickettsial infections. It is an alternative 
antibiotic for many infections failing to respond to 
other agents. 

The evidence of potentiation of tetracycline ef- 
ficacy by adding phosphate or glucosamine, especially 
the latter, is far from conclusive, and is questioned by 
some authorities.?*-** 

Side effects include vomiting, diarrhea, stomatitis, 
and glossitis. The tetracyclines have been the worst 
offenders in permitting overgrowth of resistant organ- 
isms such as staphylococcus, monilia, proteus, and pseu- 
domonas.*® 

4. Triacetyloleandomycin: This relatively new anti- 
biotic is far superior to oleandomycin phosphate. The 
triacetyl derivative hydrolyzes in the body and is 
absorbed as several intermediates, all biologically active. 
Consequently, blood concentrations are two to three 
times higher than those obtained with the same dose of 
the phosphate salt. Triacetyloleandomycin is effective 
in infections caused by gram-positive and gram-nega- 
tive cocci, and in respiratory disease caused by He- 
mophilus influenzae. Dermatoses caused by staphylo- 
cocci resistant to other antibiotics, and pustular acne, 
have responded well to treatment.’’ The epidemic 
strain of staphylococcus (hemolytic coagulase-positive 
variety, phage type 80/81) has been eradicated in nasal 
carriers.** A few staphylococcal pneumonias resistant 
to penicillin, chloramphenicol, and other antibiotics have 
responded promptly to triacetyloleandomycin therapy.’* 
A surprising finding in 200 pediatric patients in private 
practice with this antibiotic was that the drug frequent- 
ly was clinically effective despite in vitro resistance to 
oleandomycin.”° 

Leming and Flanagan** have done antibiotic sus- 
ceptibility tests on 7,000 gram-positive organisms. Ac- 
tivity against 15 mcg. oleandomycin was 92 per cent 
Staphylococcus aureus, 96 per cent beta hemolytic 
streptococcus, 99 per cent pneumococcus, and 96 per 
cent Streptococcus viridans. Therefore, triacetylolean- 
domycin may be expected to be clinically effective in 
most infections caused by these organisms. 

Side effects are usually few and mild. Nausea, 
vomiting, diarrhea, and skin rash have been reported 
in 1 to 5 per cent of treated cases. 

5. Erythromycin: The propionyl ester is absorbed 
better than the ethyl carbonate or erythromycin base. 
This antibiotic has been used successfully in penicillin- 
resistant staphylococcal infections encountered in nurs- 
ery epidemics. It should not be used alone because 
resistance develops quickly in staphylococcal infections. 
Kempe’® considers erythromycin the agent of choice in 
treating diphtheria patients or carriers. 

Side effects include nausea, vomiting, drug fever, 
and overgrowth of Monilia.® 

6. Novobiocin: This antibiotic is highly active 
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against staphylococci and several strains of proteus. 
The early enthusiasm for novobiocin has been tempered 
by its toxicity. At least 35 per cent of children will 
develop intense sensitization to this agent. Urticaria, 
eosinophilia, and maculopapular dermatitis are com- 
mon. Granulopenia has been observed. A yellow pig- 
ment, probably a metabolic byproduct, has appeared in 
the plasma; this may interfere with the bilirubin test 
or icteric index.’° 

With the availability of other better tolerated anti- 
staphylococcal agents, novobiocin should be reserved 
chiefly for proteus infections resistant to other anti- 
biotics. 

7. Amphotericin B: This is the first antibiotic 
which has shown significant promise in treating sys- 
temic fungous infections. It supplements nystatin 
which is effective in treating oral moniliasis and other 
localized fungous infections.‘ 


Side effects resulting from amphotericin B are 


common. Nausea, vomiting, anorexia, chills and fever, 
and some elevation of the blood urea nitrogen occur in 
most patients. The blood urea nitrogen returns to a 
normal level with cessation of drug administration. 
Thrombophlebitis occurs occasionally.” 

8. Sulfonamides: The sulfas are still valuable 
therapeutic agents in pediatrics.‘ Including the new 
longer-lasting compounds, they are indicated in acute 
urinary tract infections, meningococcal meningitis, and 
in shigella infections. 

Lehr*® classifies urinary tract complications, sensi- 
tization, blood dyscrasias, and hepatitis as potentially 
serious side effects ; and acidosis, cyanosis, and nervous 
system reactions as milder side effects. However, he 
points out that the use of sulfadiazine and its hom- 
ologues has minimized these reactions, and the develop- 
ment of highly soluble heterocyclic derivatives of sul- 
fanilamide has achieved reliable protection of the kid- 
neys. 

9. Nitrofurantoin: This antibacterial agent is use- 
ful in localized infections. The maximal continuous 
course of therapy is 14 days. Malaise, nausea, and skin 
eruptions have been noted as side effects.® 


The Committee on Control of Infectious Diseases 
and the Committee on Fetus and Newborn (American 
Academy of Pediatrics) have issued a joint statement”® 
calling attention to the hazards of antibiotics in prema- 
ture and full-term newborn infants. Chloramphenicol 
may reach toxic concentrations when given in dosages 
above 25 mg. per kilogram of body weight per day to 
prematures, and 50 mg. per kilogram per day to full- 
term infants. Similar accumulation occurs with kana- 
mycin; therefore, dosage should not exceed 2 to 4 mg. 
per kilogram per day in either premature or full-term 
newborns. Caution is also advised in the use of novo- 
biocin. 


Antibiotic combinations 


In three infections use of more than one antimi- 
crobial agent has proved superior to use of a single 
drug. These are: (1) tuberculosis: isoniazid, strepto- 
mycin, and para-aminosalicylic acid; (2) enterococcal 
endocarditis : streptomycin and penicillin ; and (3) bru- 
cellosis: streptomycin and tetracycline. A fourth indi- 
cation may be those staphylococcal infections in which 
the strain is penicillin-resistant.?° 

Fixed combinations are undesirable in the pediatric 
age group because many are unsuited for optimal ther- 
apy. For instance, the fixed combination of penicillin 
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and dihydrostreptomycin usually gives too low a peni- 
cillin dose and too high a dihydrostreptomycin dose.’ 
Multiple rather than combined antibiotic therapy is 
preferable when more than one antimicrobial agent is 
indicated. 

Jawetz*° has devised a theoretical explanation for 
the action of multiple antibiotics. In practical terms, 
if an organism is resistant to any of the bactericidal anti- 
biotics, the addition of a bacteriostatic drug or of an- 
other bactericidal one may lead to an additive or actual 
synergistic effect. However, if the organism is suscep- 
tible to any bactericidal agent, addition of a bacterio- 
static drug may be antagonistic by interfering with the 
other antibiotic’s bactericidal activity. In clinical prac- 
tice antagonism is sharply limited by time-dose rela- 
tionships. 


Dosage and administration 


I am indebted to Dr. C. H. Kempe and Lange 
Medical Publications, Los Altos, California, for per- 
mission to reproduce their revised table, Pediatric 
Dosages of Antibiotic and Chemotherapeutic Agents, 
from Handbook of Pediatrics, edition 3, 1959, by H. K. 
Silver, C. H. Kempe, and H. B. Bruyn (see pages 694 
and 695). I have added the dosage recommendations 
for oleandomycin and triacetyloleandomycin. 


Prophylaxis 


Therapy cannot be dismissed without some consid- 
eration of its close relative, prophylaxis. Prevention of 
recurrent attacks of rheumatic fever (by preventing 
the triggering streptococcal infection) is a shining ex- 
ample of proved effective prophylaxis. This may be 
accomplished by daily administration of oral penicillin 
or sulfas, or by the sute method of 1.2 million units 
Bicillin intramuscularly once a month, as advocated by 
the American Heart Association** and demonstrated in 
several rheumatic fever clinics, including the Children’s 
Convalescent Center in Kansas City.*? 

Syphilis of the newborn may be prevented by treat- 
ing the syphilitic mother during pregnancy. Prophy- 
laxis for ophthalmia neonatorum in infants and for 
gonorrhea in the adolescent has been successful.® 

Adequate therapy of the primary infection is good 
prophylaxis. I have already alluded to the prevention 
of mastoiditis following otitis media and avoidance of 
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PEDIATRIC DOSAGES OF ANTIBIOTIC AND CHEMOTHERAPEUTIC AGENTS 


Intrapleural, 
Parenteral Topical Intra- 
Intrathecal, =e articular, 
Intra- Intra- Subcu- Intraven- Eye and Intra- 
Oral muscular venous taneous tricular Aerosol Skin peritoneal 
Penicillin 100,000- 10,000 U./ ~—:10,000 U./ 5-10cc. q. 24 2cc. q.i.d. 500-1000 10,000-20,000 
300,000 U. 5 Ib. or 100,- =‘ Ib./day hr. (1000 (50,000 U./ U./ce. U./ce. 
X daily % 000-300,000 U./cc.) cc.) 
hr. aic. U./day 
Penicillin V 100,000- 
300,000 U. 
4-5 X daily 

Benzathine 300,000 U. 600,000 U. or 

Penicillin G = q.i.d. 1,200,000 U., 
(Bicillin®, single 
Permapen®, injection 

Duapen®) 

Streptomycin 20 mg./lb./ 10-20 mg./ 0.5 mg./Ib. 2cc. q.i.d. 50 mg./cc. 50 mg./ce. 

day (in 4 Ib./day (in 2 or 20mg./ (150 mg./ 
doses ) or 3 doses) day (5 mg./ cc.) 
ce.) 

Chlortetracy- 10 mg./Ib./ 6 mg./lb./ 5 mg./cc. 5 mg./ce. 
cline (Aureo- day (in 4 day (1 mg./ 30 mg./Gm. 
mycin®) doses) cc.) 

Oxytetracy- 10-20 mg./ 6mg./lb./ 6 mg./Ib./ Icc. b.i.d. 5 mg./ce. 5 mg./ce. 
cline (Terra- 1b./day day (in 2 day (in 2 (50 mg./cc. 30 mg./Gm. 
mycin®) (in 4 doses) doses) doses) in 75% pro- 

pylene gly- 
col) 

Tetracycline 10-20 mg./ 6 mg./Ib./ 6 mg./Ib./ 5 mg./ce. 
(Achromy- Ib./day day (in 2 day (1 mg./ 
cin®, (in 4 doses) doses) ce.) (in 2 
Tetracyn®, doses) 

Panmycin®, 
Polycy- 
cline® ) 

Chloram- 30-60 mg./ 30-60 mg./ 15-30 mg./ 15-30 mg./ 5 mg./ce. 5 mg./ce. 
phenicol Ib./day Ib./day (in Ib./day (5 Ib./day (2.5 10 mg./Gm. 
(Chloromy- (in4 doses) 2 doses) mg./cc.) (in mg./cc.) (in 
cetin® ) 2 or 3 doses) 3 doses) 

Erythromycin 15-30 mg./ 16 mg./Ib./ 5-10 mg./ —1smg./ce. 
(Erythro- Ib./ day (in day (0.5-1 Gm. 
cin®, Iloty- 4 doses) mg./cc.) (in 
cin®, Ilo- 2 doses) 
sone®) * 

Oleandomycin 30 mg./kg./ 40 mg./kg./ 

(Matromy- day (in 4 day (2 mg./ 

cin®)+ doses) cc. solution 
given slowly 
—not more 
than 100 
mg./5ec. in 5 
minutes ) 

Triacetylolean- <8 yr.: 30 
domycin (Cy- mg./kg./ 
clamycin®, day (in 4-6 
TAO®)+ doses ) 

>8 yr.: 125- 
250 mg./day 
(in 4 doses) 

Novobiocin 10-20 mg./ 8-15 mg./ 8-15 _mg./ 
(Cathomy- Ib./day lb./day Ib./day (in 2 
cin®, Alba- (in 4 doses) (in 2 doses) doses) 
mycin®) 

Ristocetin 12 mg./Ib./ 
(Spontin®) day (2 dil. 

doses) 
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PEDIATRIC DOSAGES OF ANTIBIOTIC AND CHEMOTHERAPEUTIC AGENTS (continued) 


Intrapleural, 
Parenteral Topical Intra- 
Intrathecal, articular, 
Intra- Intra- Subcu- Intraven- - Eye and Intra- 
Oral muscular venous taneous tricular Aerosol Skin peritoneal 
Vancomycin 15 mg./lb./ 
(Vancocin® ) day (2 dil. 
doses) 
Kanamycin 50 mg./Ib./ 4-7 mg./Ib./ gid. 2.5 mg./cc. 2.5 mg./ce. 
(Kantrex®) day (in4 = day (in 2-3 (25 mg./cc.) 
doses) doses) 
Neomycin 50 mg-/lb./ 4 mg./Ib./ 2ce. q.i.d. 2 mg./ce. 2 mg./cc. 
( Mycifra- day (in4 = day (in 3 (50 mg./cc.) 5 mg./Gm. 
din®) doses) doses ) 
Polymyxin 5-10 mg./ 1 mg./Ib./ <2 yr.: 2 5, mg./ce. 1 mg./ce. 
(Aerospo- Ib./day (in 4 day (in 3 mg./day. >2 
rin®) doses ) doses ) yr.: 5 mg./ 
day (0.5-1 
mg./cc. ) 
Bacitracin 1000 U./lb./ 300-600 U./ 500-5000 U./ 500 U./ec. 1000 U./cc. 
day (in 4 Ib./day. day (1000 
doses) Never over U./cc.) 
50,000 U./ 
day (in 3 
doses) 
Sulfisoxazole 60 mg./lb./ 60 mg/Ilb./ 60 mg./lb./ 60 mg./Ib./ 40 mg./ce. 
(Gantri- day (in 4 day (in 3 day (50 day (25 
sin®) doses ) doses) mg./cc. ) mg./cc.) 
Sulfadiazine, 60 mg./Ib./ 60 mg./Ib./ 60 mg./Ib./ 50 mg./Gm. 
sulfamera- day (in 4 day (50 day (25 
zine (or so- doses) mg./cc.) mg./cc.) 
dium salts) £ 
Succinylsulfa- 100 mg./Ib./ 
thiazole (Sul- day (in 4 
fasuxi- doses ) 
dine®) 
Thiazosulfone 0.5-6 Gm./ 
sodium day (in 4 
(Promi- doses ) 
zole®) 
Nitrofurantoin 3-5 mg./lb./ 2.2-3.2 mg./ 
(Furadan- = day (in 4 Ib./day (2 
tin®) doses) dil. doses) 
Isoniazid 8 mg./lb./ 5 mg./lb./ 
(INH, Ny- day (in 2 day (in 2 
drazid®) doses ) doses) 
Aminosalicylic 2-8 Gm./day 2-8 Gm./day 
acid (PAS) (in4doses) (30 mg./cc.) 
Nystatin <2 yr.: 0.4- 100,000 U./ 
( Mycosta- 0.8 mil. U. Gm. 
tin®) 
mil. U. (3 
doses ) 


*Tlosone®: Oral dosage only. tAdded by author. {Initial dose should be twice subsequent doses. 
(From Handbook of Pediatrics by H. K. Silver, C. H. Kempke, and H. B. Bruyn. Ed. 3. Lange Medical Publications, Los Altos, Cal., 1959.) 


rheumatic fever and glomerulonephritis as complica- 
tions of streptococcal infection. Adequate treatment of 
bacterial pneumonia prevents empyema. Sulfonamide 
prophylaxis for meningococcal infections and for bacil- 
lary dysentery has been valuable in healthy populations.*® 

Yet there are pitfalls in prophylaxis. Weinstein® 
says the use of antibiotics prophylactically may increase 
the frequency of secondary infection when a patient’s 
resistance is lowered by an acute infection such as 
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measles. Confirming this hypothesis, Lepper® reported 
in May 1958 that staphylococcal pneumonia and empy- 
ema were more frequent in the last two epidemics of 
measles than in the two preceding ones. A disadvantage 
of routine prophylaxis is the possibility of a small per- 
centage of the total group developing superinfections 
caused by resistant organisms. This is less likely to oc- 
cur if prophylaxis is brief, as for surgery. Here anti- 
biotics should be chosen for maximal coverage and the 
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organism or organisms classified accurately with care- 
fully performed susceptibility tests.* Oral neomycin is 
indicated prior to intestinal surgery. Controlled studies™ 
have demonstrated that the use of antibiotics prophy- 
lactically in clean operative procedures increases rather 
than decreases the incidence of bacterial complications, 
and thus is to be deplored. 


Control of staphylococcal infections 


Outbreaks of hospital-acquired infections in nurs- 
eries and in surgical patients constitute difficult prob- 
lems. Babies may transmit the disease to siblings and 
parents in the house. The mother may develop mastitis 
as a result of her baby’s infection. 

Aside from rigid aseptic technics, how can these 
infections be controlled? Since babies are discharged 
early, before nursery-acquired infections are clinically 
apparent on the sixth to tenth day or later, the necessity 
for prompt reporting by the physician to the nursery 
becomes obvious. Otherwise the nursery may become a 
breeding ground for a staphylococcal epidemic.* 

An umbrella of antibiotics is a poor substitute for 
rigid aseptic technics. Throw away the dry broom that 
scatters viable staphylococci and keep a sharp lookout 
for open staphylococcal infections in all hospital per- 
sonnel.* 

Today there is promise of controlling the nasal 
carrier. Using a 42B/52/81 bacteriophage mixture 
prepared as a nasal spray, Windom, Fergeson, and San- 
ford*> have had some success in eradicating the 80/81 
strains from the nares of carriers. 

Welch and Finland will publish this fall a mono- 
graph, Antibiotics in Staphylococcal Infections. 


Viral diseases 


“To treat or not to treat” is a question often con- 
fronting the practitioner. Happily, many childhood in- 
fections are self-limited; also, antibiotics are useless 
in acute viral infections. The latter frequently consti- 
tute a problem in differential diagnosis. For instance, 
infectious croup may be caused by adenoviruses, hem- 
adsorption II virus, and Echo viruses. Cocksackie A 
virus causes nasopharyngitis ; Cocksackie B, an influ- 
enza-like infection. Hemadsorption I virus may cause 
pharyngitis, bronchiolitis, or even pneumonia. The ex- 
istence of a primary atypical pneumonia virus seems to 
be re-established by the fluorescent antibody technic 
utilizing the chick embryo. Either Echo or Cocksackie 
viruses may be responsible for aseptic meningitis*® 
(Echo = enteric-cytopathogenic-human-orphan ). 


Summary and conclusions 


Clinical judgment should be supported by labora- 
tory tests whenever possible. In the group of fairly 
predictable bacterial infections are those caused by 
Group A streptococcus, pneumococcus, Hemophilus in- 
fluenzae, Salmonella typhosa, Treponema pallidum, 
gonococcus, and meningococcus as examples. In these 
infections a diagnosis calls for the appropriate anti- 
biotic as previously outlined. 

On the other hand, when the infection is of a 
potentially serious nature, and in which the antibiotic 
susceptibility of the invading organism is unpredictable, 
susceptibility tests are highly desirable. Of course the 
notable examples are staphylococci and most gram- 
negative rods. A choice of one or more antibiotics will 
be guided by these tests, remembering they are not in- 
fallible. It should also be remembered that lack of a 
clinical response demands complete re-evaluation of the 
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patient, because the initial illness may be followed by 
a secondary unrelated bacterial complication. And fi- 
nally, may I enlist your support for the discriminate 
rather than the indiscriminate use of antibiotics. By so 
doing, we can all be sure they will do the most good 
and the least harm. 
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FRACTURES 


of the 


NEWBORN* 


ROBERT O. FAGEN, D.O. 


Pontiac, Michigan 


as THAT occur in the newly born 
infant are relatively rare and are infrequently managed 
by the orthopedist. One of the big problems is failure 
of physicians to recognize these fractures. All too fre- 
quently it is the mother’s careful scrutiny of the child 
that first reveals some abnormality. Without a careful 
inspection of the child following delivery, most birth 
fractures will initially go undetected. Inasmuch as the 
orthopedist does not have any direct approach to this 
problem, his efforts are confined to re-emphasizing the 
importance of careful routine physical examination of 
the newborn child. This re-emphasis is probably most 
effective when directed to the interns. 

In order to increase the early detection of birth 
fractures, delivery room and nursery personnel must 
be familiarized withthe common consequences of birth 
trauma in the production of skeletal injuries. Injuries 
of this type are limited almost entirely to the skull and 
the long bones of the upper and lower extremities. Rou- 
tine physical examination of the newborn for evidence 
of fractures would therefore involve a systematic ex- 
amination of the skull, clavicles, humeri, and femora. 
It is well to remember that fractures of the long bones 
are usually limited to the midshaft and that they are 
complete, rather than of the greenstick type. Although 
fractures do occur in the neck of the femur, or hu- 
merus, or the supracondylar areas of these bones, they 
are very rare as birth injuries. While epiphysial frac- 
tures do occur and may simulate a dislocation, it is 
very doubtful if a traumatic dislocation of a normal 
joint ever occurs as the result of a birth injury." 

Fractures that occur in the newly born infant may 
be classified into three types :? 

1. Fractures or epiphysial displacement caused by 
injury sustained during delivery : 

2. Multiple fractures associated with congenital 
fragility of bone 

3. Fractures associated with congenital pseudo- 
arthrosis. 

There is some difference of opinion regarding the 
order of frequency of fractures due to birth injury. I 
will list the frequency as follows: 

1. Fractures of the shaft of the clavicle 


“Presented at the annual meeting of the American Osteopathie 
Academy of Orthopedics, Boston, Massachusetts, October 28, 1958. 
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2, Fractures of the shaft of the humerus 

3. Fractures of the shaft of the femur 

4. Depressed fractures of the skull 

5. Displacement of the epiphyses of the humerus 
or femur. 

As mentioned before, these fractures are usually 
complete rather than greenstick, and there is often con- 
siderable displacement. Union is usually very rapid, 
nonunion being practically unknown; large masses of 
callus may normally be expected to develop. This ex- 
uberant callus formation may cause a lump that is re¢- 
ognized some 2 or 3 weeks after delivery as the site of 


a birth fracture. Errors in alignment do not as a rule | 


delay the rate of primary union. Alignment itself tends 
to be corrected during the first few years of growth by 
a gradual moulding, but shortening may persist into 
adult life. 

Fractures of the clavicle are ordinarily considered 
to be the most frequent of the birth fractures involving 
one of the long bones. They are also perhaps the birth 
fractures most frequently missed in the initial examina- 
tion of the newborn. While fractures involving one or 
both clavicles are often the result of difficult deliveries, 
it should not be overlooked that the clavicle is a very 
slender bone and fractures may also occur as the result 
of rather slight trauma. Since the trauma may be slight, 
it is very possible that the soft tissue injury may also 
be minimal. This is one of the reasons these fractures 
are frequently overlooked during the initial examina- 
tion of the child. 

One of the most significant findings in the case of 
a fracture of the clavicle is a flaccid pseudoparalysis of 
the corresponding upper extremity. Any degree of 
paralysis or pseudoparalysis of an upper extremity in a 
newborn child is significant, and should always be 
looked for in any routine examination. An apparent 
flaccid paralysis of an upper extremity may be the 
result of any one of a number of serious birth injuries. 
This paralysis can be expected in connection with frac- 
tures of the shaft of the clavicle or humerus, or in-the 
presence of epiphysial separations. Some degree of 
paralysis is also present in the upper extremity in all 
cases of brachial plexus injury. The extent of the 
paralysis will vary greatly, depending upon the extent 
of iniury. 

Birth fractures of the clavicle are usually at about 
the midshaft. There is seldom any great’ amount of 
displacement; occasionally, there may be virtually no 
displacement, making the fractures difficult to demon- 
strate on early x-ray examination. 

Healing starts early and progresses rapidly. Actual 
reduction of these fractures is seldom if ever indicated. 
The simplest type of support is all that is necessary 
in the way of treatment. Usually a small pad of gauze 
dusted with talcum powder is placed in the axilla. The 
involved arm may then be bound lightly to the chest 
wall with gauze, or a Velpeau type of dressing may be 
used. The total period of immobilization should not 
exceed 3 weeks, and no further treatment is necessary. 

Fractures of the shaft of the humerts occur with 
more frequency than do fractures of the femur. It is 
usually considered that they occur with slightly less 
frequency than fractures of the clavicle, although some 
statistics would indicate that the reverse is true. Frac- 
tures of the humerus may be associated with fractures 
of the clavicle, or there may be fractures involving the 
shafts of both humeri. 

Fractures involving the shaft of the humerus tend 
to occur at about the middle of the shaft, and they may 
be transverse or spiral. These fractures are usually 
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the result of a considerable amount of trauma. Over- 
riding is rare but there is usually considerable angula- 
tion present. These fractures are more easily recognized 
than those occurring in the clavicle, since there is usual- 
ly obvious deformity or at least obvious motion present 
at the fracture site. The usual deformity is one of out- 
ward bowing due to the pull of the deltoid muscle on 
the proximal fragment. 

There is almost always some degree of injury to 
the musculospiral nerve which results in some degree 
of paralysis in the upper extremity, with usually at least 
a wrist-drop being present. The injury to the nerve 
does not tend to be complete, and normal function 
should return within not more than 6 or 8 weeks. 
There is also a stripping of the periosteum from the 
shaft of the humerus for a considerable degree in most 
cases. This results in exuberant callus formation. Bony 
union should be quite solid in all of these cases within 
about 3 weeks. 

As in fractures of the clavicle, the treatment can 
be very simple. Usually, a pad is placed between the 
arm and the chest wall, and the upper arm is bound to 
the chest wall. Various elaborate methods of splinting 
of these fractures have been devised, but these are un- 
necessary. I do think there is some merit in roentgeno- 
graphic examination of these fractures at the end of a 
week or 10 days. If any marked degree of angulation 
is present at this time, the callus is still sufficiently 
pliable to allow for reapplication of the immobilization 
in such a manner as to reduce the angulation deformity 
that is present. Even if angulation is up to 40 or 50 
degrees, normal remodeling of the bone can be ex- 
pected within the first 2 or 3 years of life. 

Fractures of the shaft of the femur occur much 
less frequently than do fractures of the clavicle or hu- 
merus. They are, however, of much greater importance 
so far as treatment is concerned. Fractures of the shaft 
of the femur tend to be near the middle or upper end. 
The proximal fragment is strongly flexed as a result of 
contraction of the psoas muscle. Any attempt to immo- 
bilize this type of fracture with the leg in the complete- 
ly extended position will result in a marked anterior 
bowing of the shaft at the site of fracture. In the past, 
some attempts have been made to immobilize these 
fractures by completely flexing the extremity and band- 
aging the thigh to the infant’s body. This resulted in a 
posterior bowing at the fracture site. The only satis- 
factory position for immobilization of these fractures 
is one in which the thigh is flexed at 90 degrees to the 
body. In this position the distal fragment is aligned 
with the proximal fragment, the proximal fragment 
being held in this position by the psoas muscle. I feel 
that use of some modification of Bryant’s traction is 
the most satisfactory method of treatment in these 
cases, with both legs being suspended directly overhead 
and the buttocks being lifted just above the supporting 
surface for the body. Three or 4 weeks of immobiliza- 
tion in this position is sufficient to allow for adequate 
callus formation. No further treatment should be nec- 
essary. The criterion for satisfactory reduction in these 
cases is the elimination of the angular deformity. A 
considerable separation of the fragments can be allowed 
as long as the alignment of the two fragments is in the 
same plane in both the anteroposterior and lateral 
projections. Angular deformity, if allowed to persist, 
may lead to permanent disability. It is true that the 
fracture will heal in spite of the deformity present. 
However, there may be permanent shortening of the 
involved extremity or a permanent bowing of the shaft. 

The cranial bones are very seldom fractured dur- 


698 


ing delivery because of the pliability of the bones and 
the wide-open suture lines. Severe intracranial injuries 
may result from birth trauma without actual fracture ’ 
taking place. When fracture does occur, it is usually 
a depressed fracture involving one of the parietal bones, 
Attention is usually drawn to the area of fracture by 
an overlying subperiosteal hematoma. The depressed 
area may undergo spontaneous elevation. If not, sur- 
gical decompression is indicated. If it is not corrected, 
the depressed area may persist into adult life. De- 
compression can be accomplished by introducing a hook 
through a small trephined hole at the most dependent 
portion of the depression and springing it back into 
place. 

Epiphysial fractures of the humerus or femur may 
occur, but they are very rare. They are more difficult 
to diagnose than fractures involving the shafts. Epiphys- 
ial fractures may involve the lower end of the femur, 
the lower end of the humerus, or the upper end of the 
humerus. Fractures of the lower femoral epiphyses 
are easier to diagnose than those of the epiphyses of 
the humerus, since the centers of ossification of the 
lower femoral epiphyses are present at birth; therefore, 
an x-ray diagnosis of backward displacement of these 
epiphyses can be made. In these injuries, the perios- 
teum of the back of the lower shaft of the femur is 
stripped off and displaced backwards with the epiphysis. 

When an early diagnosis is made, an attempt 
should then be made to reduce the fracture after which 
immobilization can be accomplished either by a modi- 
fied Bryant’s traction or by splinting the involved lower 
extremity in the extended position. If reduction is not 
accomplished, the subperiosteal hematoma lying behind 
the shaft of the femur will ossify, and a new shaft will 
then be formed behind the original one. As time goes 
on, the lower end of the original shaft is absorbed. The 
roentgenographic appearance will return to normal 
within 2 or 3 years even though there is a complete 
failure of reduction of the epiphysis. 

If a diagnosis of epiphysial fracture of the distal 
end of the humerus is made, an attempt should be made 
to reduce the displacement. The elbow should then be 
immobilized in a position of flexion. Epiphysial injuries 
heal rapidly. The total period of immobilization of these 
epiphysial separations is short, a period of 2 weeks 
usually being adequate. 

Multiple fractures that are associated with con- 
genital fragility of bone constitute the second type of 
fractures that may occur in the newborn. At the time 
of birth one or more fractures of the long bones, re- 
sulting from osteogenesis imperfecta, may be found. 
These cases have a definite hereditary background with 
one or more members of each succeeding generation in 
these families being subject to multiple fractures which 
occur as a result of minimal injury. Besides the tend- 
ency for fragility of bone which is found in families 
affected with osteogenesis imperfecta, there is usually 
a striking blueness of the sclera, and there is often 
otosclerosis causing deafness. Some members of an 
affected family may present these last two features 
without any noticeable fragility of bone. The distin- 
guishing characteristics of the bone itself in these cases 
are: first, extremely thin cortex and, second, few and 
widely separated trabeculae. Cases of osteogenesis im- 
perfecta may be classified into three types: 

1. The fetal type is represented by the child which 
is usually stillborn, with imperfect ossification of the 
cranium and many fractures, some of which usually 
have already united. 

2. The infantile form is less severe. Multiple frac- 
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tures do occur. Growth is stunted but the patient often 
survives. 

3. In the adolescent type, the child appears to be 
normal at birth; the susceptibility to fractures resulting 
from minimal trauma usually shows up later. 

In any case in which the patient survives to adult- 
hood, there is a tendency for the susceptibility to frac- 
ture to diminish or disappear entirely. Birth fractures 
which do occur in these patients should be treated in 
the same manner that any other birth fractures would 
be treated; healing usually takes place in a normal 
manner and at a normal rate. 

The third type of fractures includes those associ- 
ated with congenital pseudoarthrosis, which may or 
may not present. fracture at delivery. If fracture is 
not present at birth, it usually takes place shortly 
thereafter. It occurs most frequently in the middle or 
distal third of the tibia. It has also been reported in the 
fibula, femur, clavicle, humerus, ulna, and first rib.? It 
is beyond the scope of this paper to delve into the cause 
or treatment of fractures which result from congenital 
pseudoarthrosis. I would, however, like to emphasize 
their importance in one respect ; that is, their resistance 
to treatment. In the first two types of fractures, namely, 
those due to injury sustained during delivery and those 
associated with congenital fragility of bone, healing 
takes place in a normal manner and at a normal rate. 
On the other hand, fractures found with congenital 
pseudoarthrosis are prone to nonunion, and the type of 
treatment instituted must of necessity be quite radical 


as compared with the handling of the first two types.? 
510 Pontiac State Bank Bldg. 
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Discussion 

J. Paut Leonarp, D.O., Detroit, Michigan: Dr. 
Fagen’s outlines and discussion of the various classi- 
fications of fractures of the newborn have been well 
done and need only re-emphasis, for I am also of the 
opinion that the proper way to bring about an earlier 
diagnosis of this type of fracture is by better examina- 
tion at the time of delivery. 

Since we orthopedists are not present at the time 
of delivery, it is our obligation to acquaint the obste- 
trician or general practitioner with the necessity for 
adequate examination of the infant at delivery. More 
presentations to the obstetric and general practice de- 
partments of our teaching hospitals will not only ac- 
quaint the men present at delivery with the necessity 
for this examination, but will also train our interns 
and residents to be more efficient in their examination 
of newborns. 

With the large obstetric service at Detroit Osteo- 
pathic Hospital (the total number of deliveries last year 
was 4,349), it is surprising to note the small number 
of fractures of the newborn that are reported. How- 
ever, even though the percentage is low, I am sure you 
will all agree that the answer to the problem is thorough 
examination at the time of delivery. 

From my own experience, two cases come to mind. 
In one instance, the mother was being transferred from 
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the bed to a cart, and a spontaneous delivery occurred. 
The baby dropped to a terrazzo floor, causing skull 
fractures. 

The infant was premature and it was necessary 
for it to stay in the hospital for several weeks, thus 
allowing the opportunity for close observation. The 
child is now 8 years old, and I am glad to report that 
there are no harmful effects from this unusual accident. 
However, the necessity for proper care and patience 
hardly needs further emphasis. 

Another patient with brachial plexus injury was 
referred to me several months after delivery. The in- 
fant’s arm had been elevated in an improvised airplane 
splint prior to my examination. The flaccid condition 
noted demonstrated at least trauma to the brachial 
plexus, and this condition did improve with more favor- 
able conservative care, 

However, it raised in my mind the necessity of 
outlining the danger of some of the fractures and neu- 
rologic injuries possibly being caused by an inadequate 
appreciation by the obstetrician, who is frequently 
under great strain at the time of delivery. I am think- 
ing specifically of the delivery of the shoulders or of 
the tension placed on the femurs with a breech delivery, 
and many other instances which could be outlined. Cer- 
tainly it shows the necessity of a closer cooperation be- 
tween us, as orthopedists, and the obstetricians or the 


general physicians who conduct the deliveries. 
2673 W. Grand Blvd. 


Discussion 

Joun P. Woop, D.O., Detroit, Michigan: Dr. 
Fagen has given us a fine review of the common frac- 
tures seen in the newborn infant. The trauma of de- 
livery produces only a few types of fractures most 
commonly associated with the long bones, and, as Dr. 
Fagen has brought out, most fractures will heal in spite 
of treatment. It has not been uncommon, as Dr. Fagen 
mentioned, to have a mother call to the attention of the 
obstetrician a pronounced lump on one of the long 
bones, which x-ray reveals as a fracture in a state of 
healing. Of course we treat these fractures, but the 
simplest type of immobilization is usually adequate to 
preserve good anatomic alignment, which will insure 
good function. 
I was happy to note that Dr. Fagen called to at- 
tention the fact that fractures adjacent to or incorporat- | 


ing the shoulder girdle will in most instances produce 
a paralysis which, if not noted by the obstetrician, will 
soon be noticed by the mother. This so-called paralysis 
is actually an upper extremity put at rest as a result 
of trauma to either the humerus or the clavicle. Even 
babies will refuse to use an arm when there is a break 
in the continuity of one of the long bones. We must 
remember, however, that it is possible to see two types 
of injury in the same patient, namely, a fracture in- 
volving the shoulder girdle in association with a frank 
Erb-Duchenne type of paralysis as a result of a 
brachial plexus injury. If examination revealed a true 
paralysis to be present, we would not then wish to fix 
the child’s arm at the side, but would change the posi- 
tion of fixation to that of high abduction to relieve 
tension or traction on the brachial roots. ‘ 
I appreciate this opportunity to extend my con- 
gratulations to Dr. Fagen on an excellent review of the 
common types of fractures in the newborn and their 
treatment, and his re-emphasis of the importance of 
adequate examination of the musculoskeletal system 


soon after birth. 
206 Wabeek Bldg. 
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UROLOGIC considerations for the 


GENERAL 


H. WILLARD STERRETT, JR., D.O. 
Philadelphia, Pennsylvania 


K.. TIME TO TIME a “routine” elective sur- 
gical procedure becomes serious and complicated be- 
cause of unexpected findings not recognized prior to 
surgery. In such cases, the routine diagnostic physical 
examination and laboratory work have confirmed the 
original diagnosis, but unfortunately that has been the 
extent of the preoperative study of the case. If there 
were a more thorough evaluation of the patient as a 
whole, a great majority of unexpected complications 
might instead be anticipated possibilities. 

It is the intent of this discussion to refresh the 
memory of the general surgeon concerning the geni- 
tourinary tract as a potential source of complications in 
general surgical procedures. 


Anatomic structures 


As a starting point, it would be wise to review the 
relationships of the various structures of the urinary 
tract,’ beginning with the kidneys. The right kidney is 
generally situated slightly lower than the left, a factor 
frequently useful in quickly determining right from left 
on a urographic film not properly marked. 

The kidneys lie behind the peritoneum, one on each 
side of the vertebral column. They are surrounded by 
fat and areolar tissues, and the bony thorax further 
protects them from external injury. At the back, the 
kidneys lie upon the diaphragm and the quadratus 
lumborum and psoas major muscles. In front of the 
right kidney are the liver, duodenum, and ascending 
colon. The gallbladder lies directly over this kidney, a 
fact which sometimes confuses the radiographic evi- 
dence in cases of cholelithiasis. In front of the left kid- 
ney are the stomach, tail of the pancreas, spleen, and 
descending colon. 

The surgeon who is operating for an abdominal 
mass must rule out a retroperitoneal tumor when his 
provisional diagnosis may be an omental cyst or malig- 
nant lesion in the colon. Anatomic variations in renal 
structure, ‘such as horseshoe kidney, ectopic kidney, 
polycystic kidney, simple renal cysts, and renal tumors, 
may be inadvertently found at surgery, and then the 
surgeon is forced either to abandon the procedure until 
further urologic evaluation has been made or to con- 
tinue the operation and make the best of the circum- 
stances. 

The ureters are fibromuscular tubes 28 to 34 cm. 
long, extending from the outlet of the renal pelvis to 
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the ureteral orifices, which with the internal urethral 
orifice form the trigone of the bladder. There are three 
points of ureteral constriction, one just below the renal 
pelvis, another at the crossing of the ureter and iliac 
vessels at the pelvic brim, and a third at the wall of the 
bladder. From the renal pelvis to the iliac vessels the 
ureter extends along the front of the psoas major 
muscle, just over the tips of the transverse processes of 
the spinal column. Except for the upper 4 or 5 cm., 
the ureter is attached in front to the parietal peri- 
toneum, a situation extremely important in pelvic sur- 
gery. Dissection and suturing in the area of the peri- 
toneal reflexion can easily lead to ureteral injury. The 
spermatic or ovarian vessels extend along the inner 
side of the upper portion of the ureter for 5 to 8 cm., 
then cross to the outer side and continue downward. On 
the right side, the colic and ileocolic vessels also pass 
between the ureter and peritoneum. The left colic and 
sigmoid vessels cross the left ureter, and the genitocru- 
ral nerves cross behind both ureters. The right ureter 
passes behind the duodenum, terminal ileum, and ap- 
pendix, just above the iliac vessels. In retrocecal ap- 
pendicits the inflammation may involve the ureter also, 
leading to the appearance of pus and blood in the urine. 

After crossing the iliac vessels at the pelvic brim, 
the ureters follow the contour of the pelvic wall down- 
ward, passing in front of all major vessels. Opposite 
the ischial spine the ureter follows a midline course 
down to the base of the bladder. In the male, the ureter 
passes under its respective vas deferens and enters the 
bladder in front of the upper end of the seminal vesicle. 

The bladder is extraperitoneal in relationship to 
the other abdominal viscera and is not encountered dur- 
ing most pelvic or abdominal operations. However, in- 
asmuch as it is a saccular structure and a reservoir for 
urine it should be realized that it distends unless an in- 
dwelling catheter is employed to keep it empty. 

During the normal course of filling, certain rela- 
tionships change. In the male, when the bladder is 
empty, it lies behind the symphysis pubis and is cov- 
ered by a fold of peritoneum loosely attached to it 
which covers the fundus and posterior aspects of the 
bladder. It then reflects upward over the rectum. An- 
teriorly, behind the pubic symphysis, is the space of 
Retzius which is an area of loose areolar tissue. When 
the bladder is distended it rises out of the pelvis, ex- 
tending 4 to 6 cm. or more above the symphysis pubis, 
accordingly displacing the structures behind it. The 
base of the bladder is the only fixed portion of the 
organ and is continuous with the prostate and urethra. 

In the female, the bladder lies in front of the 
uterus and the upper part of the vagina (Fig. 1). The 
lower portion of the bladder is connected to the front 
of the uterine cervix and vagina by areolar tissue; the 
upper portion is separated from the uterus by the vesi- 
couterine cavity (pouch of Douglas).? 


Journat A.O.A. 


Utarovesical 
excavetion 


Fig. |. Demonstration of relationship of bladder and uterus. 


Diagnostic appraisal 


It is understood that before a surgeon begins an 
operative procedure he has carried out the routine lab- 
oratory procedures and physical examination necessary 
to arrive at the diagnosis. The problem of abdominal 
diagnosis may be quite complicated. Surgery of the 
breast, thyroid, foot, or other relatively isolated area 
does not present the opportunity for diagnostic confu- 
sion that is associated with the abdominal cavity. 

The diseased urinary tract can telegraph reflex 
symptoms ot other systems in the body, yet remain 
asymptomatic. On the other hand, a normal tract may 
present a symptomatic complaint originating in another 
system. In true urinary disease which is not recognized 
as such, the symptoms may seemingly originate from 
extra-urinary sources and may lead the general surgeon 
to do unnecessary surgery. An excellent example of 
the latter situation is interstitial cystitis (Hunner’s ul- 
cer), which is characterized by an increased urinary 
frequency, burning, or sensation of pressure on the 
bladder. Many of these patients are operated on un- 
necessarily for uterine suspensions, lysis of adhesions, 
or perineal or anterior colporrhaphies for clinical relief 
of pressure on or from the bladder. In such situations 
the bladder is the primary site of disease, but the diag- 
nosis is frequently overlooked in the presence of nor- 
mal laboratory findings and incomplete urologic evalua- 
tion. 


Pelvic surgical evaluation 


For general abdominal surgery a careful history 
is always extremely important. When the urologic his- 
tory is negative, and urinalysis and blood urea nitrogen 
are normal, it may safely be assumed that there is not 
much indication for further specific urologic investiga- 
tion. However, in three specific fields of abdominal 
surgery a more comprehensive and exhaustive urologic 
study should be carried out: (1) gynecologic surgery 
for tumors of the ovary or uterus, (2) intestinal sur- 
gery involving the sigmoid colon and rectum, and ( 3) 
hernioplasty in elderly males. One must always be 
practical and reasonable in carrying out diagnostic pro- 
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cedures in the case of pelvic tumors. If a patient has 
readily palpable small uterine myomata and malignancy 
is not suspected, there is usually little likelihood of 
ureteral obstruction by pressure. However, there may 
still be the possibility of ureteral deviation from so- 
called normal relationships, and this must be carefully 
taken into consideration at the time of surgery. 

In dealing with the more serious gynecologic con- 
ditions such as malignant tumors, large ovarian cysts, 
large uterine fibroids, or carcinoma, a more serious 
problem presents itself. In the absence of direct tumor 
extension into the urinary tract, an asymptomatic con- 
dition may be developing as a result of extraureteral 
compression, causing hydronephrosis with ureterectasis. 
The urinary symptoms may be negligible or only re- 
ferable to the bladder, as in increased urinary frequen- 
cy, which may be interpreted as the effect of mechanical 
pressure by the pelvic organs on the bladder. 

Ureteral compression is usually unilateral, and 
consequently the blood urea nitrogen or nonprotein 
nitrogen level will probably be within normal limits, as 
the opposite kidney will be able to compensate for the 
diminished function of the contralateral part. There- 
fore, in all such cases it is imperative to evaluate the 
genitourinary tract, not only with regard to anatomic 
structure but more particularly physiologic function, 
and for this excretory urography is the procedure of 
choice. 

Another reason for excretory urography in the fe- 
male is the assistance it offers in the management of 
bladder support. When bladder symptoms are present 
and hysterectomy seems to be indicated, a urogram 
made at the 15- to 20-second interval, with the patient 
standing erect, is of considerable value. In many pa- 
tients who complain of urgency, increased urinary fre- 
quency, occasional terminal burning, and pressure on 
the bladder, physical examination shows the uterus to 
be enlarged and boggy. Panhysterectomy may be ad- 
visable, but unless a proper evaluation of the bladder 
is carried out the patient may experience no benefit 
from the surgical treatment. At times there may be no 
obvious cystocele, but a generally relaxed pelvic floor 
which can best be demonstrated by cystography or by 
the erect urographic film. If this condition is suspected 
it is desirable to perform a bimanual examination in 
three phases, with the patient first in the lithotomy po- 
sition, then sitting, and finally standing, the examiner 
noting the corresponding changes in the pelvic floor. 
In many such cases the patient has been helped without 
abdominal pelvic surgery but rather by means of vaginal 
hysterectomy and repair, or simple anterior colpor- 
rhaphy. 

The second surgical area where urologic evaluation 
becomes almost imperative is intestinal surgery involv- 
ing the rectum and sigmoid colon. Operations in this 
region of the bowel are usually done for tumors which 
may be malignant, and’it is necessary to rule out local 
invasion or regional extension before considering sur- 
gical excision. Inasmuch as the urgters « cross thé pelvic 
brim in relation to the sigmoid colon, it is easily under- 
stood how tumor extension could involve or obstruct 
one side or the other. * 

In the male patient it is important that the prostate 
gland be properly evaluated. The majority of patients 
scheduled for surgery of the colon are in the age range 
with the highest incidence of -_prostatic hypertrophy 
which may or may not be compl icated by malignancy. 
Therefore, a rectal examination should certainly be car- 
ried out to determine enlargement of the prostate gland 
posteriorly, as well as cystoscopic evaluation with a 
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Fig. 2. Demonstration of the initial step of mobilization of the blad- 
der reflection of peritoneum from the uterus. 


careful check for residual urine. Frequently a prostate 
which seems normal to rectal palpation may have con- 
siderable intravesicular projection which the palpating 
finger cannot detect. An excretory urogram is an ex- 
tremely desirable part of the preoperative study. More 
than once a man who has undergone a simple operation 
has been unable to void because of the aggravation of a 
pre-existing hypertrophy of the prostate. There is good 
reason for a prostatic evaluation in a case involving a 
Miles resection of the rectum, for example. No men- 
tion has been made to this point regarding the seminal 
vesicles and spermatic cord. During perineal dissection 
of the rectum, the prostatic capsule and vesicles are 
usually exposed to some degree. A careful surgeon will 
usually watch for these structures ; nevertheless, trauma 
is frequently caused accidentally by the retractor. Fol- 
lowing the operation an indwelling urethral catheter 
for 48 to 72 hours is desirable if there has been any in- 
dication of prostatic congestion or early hypertrophy. 

The third general surgical problem that should be 


Fig. 3. Follow-up procedure in mobilization of adequate bladder 
flap at time of cuiiidainiie. 
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noted is inguinal hernioplasty in the elderly male pa- 
tient. If there has been a long history of inguinal weak- 
ness and the patient is finally annoyed by the truss, or 
weight loss has made wearing of a truss difficult or 
ineffective, then there probably is not a serious problem, 
On the other hand, the male patient’ who has had in- 
creasing discomfort from a previously asymptomatic 
inguinal hernia should have a careful evaluation of the 
prostate and voiding habits before hernioplasty is con- 
sidered. Frequently, with gradual insidious hypertrophy 
of the prostate gland, micturition becomes increasingly 
difficult. A thorough urologic evaluation is imperative 
in these cases, as it is almost a foregone conclusion that 
if the hernia is operated on and prostatic obstruction is 
not eliminated, the hernial repair will break down later 
on from the same cause as before. The patient may be 
totally unable to void following the operation, requiring 
an additional prostatic surgical procedure. 

In elderly and debilitated patients, conservative 
treatment of the prostate may help to lessen the effort 
required to void and eliminate the aggravation of the 
hernia. This may then permit further conservative care 
of the hernia by truss or other means. 


Specific surgical considerations 


In performing panhysterectomy, there is an impor- 
tant step that is simple and usually easy; when care- 
lessly done it can make a woman uncomfortable for the 
remainder of life—the “posthysterectomy syndrome.” 
Specifically, the procedure in question is the incision 
made across the anterior aspect of the uterus to mo- 
bilize the bladder reflection of peritoneum. If this inci- 
sion is made too low over the uterus, the resulting flap 
of tissue is relatively small. After the round, broad, 
and uterosacral ligaments have been incorporated into 
the vaginal stump, a raw surface remains which is 
usually covered over by the bladder reflection previous- 
ly mobilized. If this bladder reflection is too short, it 
will not be able to reach down over the vaginal stump 
without being stretched. When it is stretched, the 
fundus of the bladder is limited in its upward ascent 
with urinary distention and the capacity of the bladder 
reduced, resulting in increased urinary frequency (Figs. 
2, 3, 4, and 5). 

Peritonealization presents another potential dan- 
ger. If the sutures are placed incorrectly while taking 
the peritoneal reflection over the vaginal stump, a local 
infarction may occur which can result in a vesico- 
vaginal fistula. 

Another precaution that is desirable in surgery in 
the female pelvis is the routine cystoscopic placement 
of ureteral catheters before the operation. This should 
be done by a qualified individual and care taken not to 
violate the ureter or the renal pelvis by traumatic 
catheterization. 

It has long been an accepted procedure in all fe- 
male pelvic surgery to use an indwelling urethral cathe- 
ter to keep the bladder empty during the operation. 
More and more surgeons are having this procedure 
carried out in male patients as well, not-so much for the 
specific purpose of improved visibility in the field, as 
for the prevention of vesical distention, since current 
trends in supportive therapy during surgery include in- 
creased intravenous fluids. 

Perineal surgery, however, is often done without 
consideration of bladder distention. Even in a theoreti- 
cally short procedure such as dilatation and curettage 
or evacuation, this can become a very important 
consideration. Almost every surgeon preparing to de- 
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liver an infant or perform vaginal plastic operations 
commences the procedure by catheterizing the patient, 
emptying the bladder, and removing the catheter. Rare- 
ly, however, is an indwelling urethral catheter em- 
ployed, usually for the simple reason that it is in the 
surgical field and annoying to retract continually. A 
careful check should be made on the degree of bladder 
distention. At intervals of every hour, or even less on 


occasion, the bladder should be catheterized, according | 


to the quantity of parenteral fluids being administered. 

An interesting example occurred last year at the 
Hospitals of the Philadelphia College of Osteopathy. 
A white female patient continued to bleed for 3 weeks 
after a normal, full-term delivery. She was admitted 
to the hospital in a severe anemic state, with increasing 
vaginal bleeding, and scheduled for an immediate dila- 
tation and curettage. Blood was called for, but at the 
time of induction of anesthesia she was in poor condi- 
tion, and supportive parenteral measures were taken. A 
copious quantity of retained secundiness was removed 
from the uterine cavity. The procedure was lengthy 
and the stage of general anesthesia quite light in the 
interest of safety. Just as the surgeon was making his 
final check for remaining tissue with the curet in the 
left anterolateral aspect of the uterus, the patient par- 
tially reacted from the anesthesia, rotating her trunk 
and hips on the table suddenly. The sudden motion 
caused the surgeon to move the curet involuntarily, so 
that the end of the curet perforated the uterus and 
bladder. The bladder had been quite distended and 
offered just the right amount of resistance for the per- 
foration to occur. The extent of the accident was not 
immediately recognized ; the patient was reanesthetized 
and the uterus was packed. A retention catheter was 
inserted in the bladder, and when bloody fluid was re- 
covered, urologic consultation was immediately request- 
ed and cystoscopy carried out within 60 minutes after 
the accident. At this time the uterine 1l-inch packing 
was noted within the bladder cavity, and a diagnosis of 
uterovesical fistula was made. The packing was partial- 
ly withdrawn under direct cystoscopic control until it 
had been entirely removed from the bladder, and the 
patient was returned to her room. She was kept in a 


Fig. 4. Demonstration of the bladder reflection of adequate length 
and the vaginal stump closed with sutures and the raw surface to 
be covered by the bladder reflection. 
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Fig. 5. The effects of inadequate length of bladder reflection with 
shortening of the vagina. 'Pressure distortion on the urinary bladder, 
causing the “posthysterectomy syndrome." 


prone position for 18 days, and during this period the 
laceration healed by primary intention without any 
temperature elevation or other complications. 

In obstetrics on occasion a patient will be catheter- 
ized at the end of labor, immediately before the actual 
delivery. If a venoclysis has been running and there 
has been a long interval between the time of the actual 
catheterization and delivery of the head of the baby, 
there have been instances of rupture of the bladder. A 
pinching mechanism or laceration of the bladder occurs 
as the infant’s skull or shoulders push the full bladder 
against the promontory of the pubes during delivery. 
Such a situation resulted in a vesicouterine fistula 2 
years ago in the Hospitals of the Philadelphia College 
of Osteopathy. A patient was prepared for delivery 
after an apparent mid-plane arrest, and was catheter- 
ized at the moment the sterile drapes were applied. The 
physician attempted application of forceps without suc- 
cess. The maneuvers were continued for an hour, dur- 
ing which the patient was given intravenous fluids in- 
cluding blood. After the difficult delivery of a large 
infant, the patient failed to void. A retention catheter 
was inserted and bloody urine was recovered. Urologic 
consultation was requested, and 48 hours after delivery 
cystoscopy revealed the vesicouterine fistula, which was 
subsequently repaired surgically from both vaginal and 
suprapubic approaches. 


Conclusions 


1. No pelvic or lower abdominal surgical proce- 
dure should be contemplated without a thorough evalua- 
tion of the genitourinary tract. This should include 
routine excretory urography or retrograde pyelography 
with cystoscopy. 

2. Surgical technic should include accurate isola- 
tion of urinary structures and should employ indwelling 
ureteral catheters as additional safety guides when 
there are known pressure defects, previous surgical 
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history, or the possibility of abdominal adhesions or 
tumor. 

3. Precautions should be taken to prevent urinary 
bladder distention by use of a continuously draining 
catheter or repeated catheterizations during vaginal 
procedures. 

4. In pelvic surgery when the patient has bladder 
symptoms the surgeon should determine whether the 
primary symptoms originate from the urinary tract or 
from extravesical pressure. 


Summary 
A review of the anatomy of the urinary tract has 


been made with special emphasis on relationships of the 
ureter, bladder, and prostate. Attention has been called 


to the necessity for proper evaluation of the genitouri- 
nary tract prior to actual surgery, and to precautions 
advisable during surgical procedures regarding bladder 
mobilization and employment of indwelling ureteral 
catheters, especially in hysterectomy and in Miles in- 
testinal resection. Warning is also given with regard 
to prevention of bladder overdistention during vaginal 
procedures, and two cases have been cited to illustrate 
complications caused by failing to observe this precau- 
tion. 
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A review of some anatomic and physiologic differences 


as related to AN ESTH ESIA 
in the P EDIATRIC subject* 


PHILIP K. COLLINGE, D.O. 


Los Angeles, California 


L.. RESPONSE OF infants and children to 
clinical anesthesia has long been known to differ 
markedly from that of the adolescent or adult patient, 
to the extent that the pediatric patient is generally 
treated as a separate entity in the literature on anesthe- 
sia. The difference in response is based primarily upon 
the alterations in anatomy and physiology encountered 
in this age group, the variation being most pronounced 
in the newborn. 

For the anesthesiologist, being familiar with some 
of the unique characteristics of the normal anatomy 
and. physiology of the infant and child provides an 
awareness valuable in the preanesthetic evaluation and 
the anesthetic management of the pediatric patient; in 
those patients the margin of safety is recognized to be 
considerably less than in adults. 

For reference in this discussion, Nelson’s classifi- 
cation’ of the growth periods will be used. It is as 
follows: neonatal period, the first 2 weeks of life; in- 
fancy, birth to 2 years; preschool, ages 2 to 5 years; 
school age, 5 through 14 years of age; followed by 
adolescence. In this review attention will be focused on 
the earlier age groups (neonatal through preschool 
ages) with some mention of the peculiarities encoun- 
tered in the premature infant. 

The thoracic anatomy concerned in respiratory ex- 
cursions changes considerably in many aspects with 
growth. In general, the thorax at birth is in the shape 


*Presented at the annual meeting of the American Osteopathic College 
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of an upright cone with the ribs in a horizontal position. 
The cartilagenous structures and intercostal muscles 
are weak at birth and exceptionally so in the premature 
infant.? It is not until the sixth to seventh years of life 
that the thoracic. cage assumes the adult contour, with 
the anteroposterior dimension decreased and the ribs in 
an oblique position.** These factors are of primary 
significance in explaining the typical abdominal type of 
breathing or any of the variations of thoracoabdominal 
movements noted in the infant during normal respira- 
tion. 

Miller and Behrle,® in their recent report on re- 
spiratory patterns in newborn infants, describe four 
successive stages of respiration in the normal newborn. 
The first stage is the establishment of respiration fol- 
lowing birth; this lasts only for a few minutes. The 
second stage is characterized by a synchronous expan- 
sion and contraction of both the thorax and abdomen 
in a smooth, regular fashion; this period lasts from 
shortly after birth to the first or second day of life. 
The third stage is one of fluctuating movements, with 
the “see-saw” and “simple retraction” types of move- 
ments being the most frequently noted. In the “see- 
saw” movement the whole anterior chest is pulled in 
and down, while in the “simple retraction” type, only 
the lower sternum and adjoining costal portions are 
drawn inward in response to the descent of the dia- 
phragm. The fourth stage begins several weeks follow- 
ing birth and is of a more stable pattern, consisting of 
either the synchronous type of the second stage or the 
“simple retraction” of the third stage. These same 
stages were also identified in a small group of surviving 
premature infants. 

This predominance of diaphragmatic or abdominal 
action in the respiration of normal infants, when seen 
in the adult under anesthesia, would possibly represent 
respiratory obstruction or indicate the depth of anes- 
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thesia; liowever, the same signs only prove to be con- 
fusing and unreliable when noted in the infant under 
similar conditions. 

From a physiologic viewpoint, the respiratory ac- 
tivity of the newborn infant varies considerably in rate, 
rhythm, and capacity from that of adults and older chil- 
dren, this difference again being more pronounced in 
premaiures. In general the newborn infant’s respirations 
show considerable instability in both depth and rate, 
the average rate being approximately 44 per minute, 
although it may vary from 20 to 100 per minute. The 
tidal volume for this same group is on the average from 
16 to 20 cc. In the premature infant these figures show 
even greater alteration, the average rate being 58 
respirations per minute and the tidal volume average 
rate being 12.3 cc. 

By weight comparison the newborn is approxi- 
mately 1/20 and the premature approximately 1/40 of 
the average adult weight (70 kg.). Also, the neonatal 
infant has an average respiratory minute volume 2.5 
times, and the premature infant approximately 4 times, 
that of the adult. These figures show a striking con- 
trast when presented in these terms. However, when 
compared on a basis of surface area (cubic centimeters 
per square meter of body surface per hour )—the sur- 
face area of the newborn being approximately 1/9 and 
the premature approximately 1/13 of that of the adult 
—the minute volumes in both of these instances closely 
approximate the adult performance. This is accom- 
plished in the infant by the expenditure of greater 
respiratory effort.” 

These figures may be represented in terms of anes- 
thesia. For example, concerning the reduction of dead 
space, Leigh and Belton® state that even the smallest 
anesthetic mask will double the dead space unless a 
high flow of gases is maintained to wash away the ex- 
pired carbon dioxide. So, to be aware of size and func- 
tion of infant respiration may be essential in the selec- 
tion of proper equipment and in the management of the 
anesthetic so as to insure adequate pulmonary ventila- 
tion. 

Some alterations of internal respiration at birth 
are also of interest. The proportion of erythrocytes in 
the average normal newborn is greater than that in the 
adult, and slightly less in the premature infant, indicat- 
ing that the concentration of erythrocytes during fetal 
life is progressive to the time of birth. In the same 
manner, hemoglobin at birth is found to be in excess 
of ‘adult levels. The fall in the number of erythrocytes 
occurring shortly after birth is paralleled by a reduction 
in the amount of hemoglobin until adult levels are 
reached at about 2 weeks of age. This combined reduc- 
tion continues at a slower pace until approximately the 
third month of life, when the average number of eryth- 
rocytes reaches about 4,300,000 per cu.mm. and the 
hemoglobin concentration is about 11.4 grams per 100 
cc. This physiologic anemia of’ the newborn infant is 
transient and is followed by a progressive increase in 
both erythrocytes and hemoglobin concentration with 
progressing age. These values would indicate that an 
attempt, for instance, to elevate the blood components 
of a 3-month-old infant to those of adult standards pre- 
surgically would only be exposing the patient to the 
hazards of transfusion reactions and produce a polycy- 
themia. 

There are two other factors of interest which in- 
fluence tissue respiration at birth. First, there appears 
to be a qualitative individuality of the hemoglobin of 
the fetus that persists to a declining degree into the 
first few weeks of life, that favors increased oxygen 
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uptake. Second, there appears to be a relative deficien- 
cy of carbonic anhydrase in the neonatal blood, being a 
characteristic of immaturity. 

These factors combined are apparently advantage- 
ous to the intrauterine respiration but may function to 
a disadvantage in the newborn. The increased hemo- 
globin concentration and number of erythrocytes, as 
well as the added affinity of the hemoglobin for oxygen, 
favor the uptake and carrying capacity of oxygen in the 
blood. Considering only the latter factor, oxygen re- 
lease to the tissues may be hindered. In turn, the rela- 
tive inadequacy of carbonic anhydrase may retard both 
the liberation of carbon dioxide and the acquisition of 
oxygen by the blood in the lungs. 

Because of the increasing number of instances in 
which endotracheal anesthesia is uSed in infants, this 
method seems worthy of special mention. Intubation 
difficulties may be encountered because of the difference 
in the structure and position of the infant larynx and 
surrounding tissues. This in turn may result in undue 
trauma to the structures of the oropharynx, larynx, and 
trachea, the consequences of which are more critical in 
this age group. 

The tongue of the infant is relatively larger than 
that of the adult ;’ this represents one of the first ob- 
stacles encountered during oral endoscopy. In turn, in 
the infant larynx certain salient factors influence in- 
tubation:* The vocal cords of the infant are more 
cephalad or at the level of the third to fourth cervical 
vertebrae. This position of the larynx forms a more 
acute angle with the laryngoscope blade, thereby making 
visualization of the larynx more difficult. -Second, the 
epiglottis is relatively longer, stiffer, and more “U” or 
“V” shaped, whereas in the adult it tends to become 
flattened and more flexible. Also, the attachment of the 
vocal cords is more caudad anteriorly than posteriorly ; 
this allows the catheter being passed to “hang up” in 
the anterior commissure. The cricoid ring which forms 
the base of the larynx is of special interest in the in- 
fant, in that it is frequently the narrowest portion of 
this funnel-shaped structure. It is also significant that 
it is the only portion of the laryngotracheal passageway 
that is completely enveloped in cartilage, rendering it 
more resistant to distention. The lining of the larynx 
is of ciliated columnar epithelium in the ventricle and 
inferior portions of the vestibule and the cavity of the 
larynx below the rima glottidis, being loosely attached 
by submucous tissue which may respond in a physi- 
ologically similar manner in infants and- children to the 
erectile epithelium found in the lower turbinate of the 
nose. The rest of the laryngeal structures:are covered 
by squamous epithelium which is bound in close ap- 
proximation and is less responsive to trauma. 

The thymus has been a subject of much conjecture 
among anesthesiologists as a cause of respiratory ob- 
struction during anesthesia. It’is normally present at 
birth, occupying a position in the lower‘anterior portion 
of the neck and upper portion of the chest. The size, 
location, and extent of the gland varies considerably 
and its detectable presence in the absence of symptoms 
may extend into old-age. The thymus is commonly 
studied to determine its nature and extent. Nelsen,’ 
however, states that it is of considerable importance to 
note that the size bears no relationship to the occurrence 
of symptoms of respiratory obstruction or to sudden 
death. In regard to this same thought, Leigh and Bel- 
ton® concluded after making a study of 18,000 pediatric 
surgical deaths “that status lymphaticus is a diagnosis 
which covers a multitude of anesthetic and surgical 
sins.” 
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Heat production and temperature control concern 
two factors in the normal physiology: the production 
of heat chemically or metabolically, and the control of 
body temperature by the regulating mechanisms of 
perspiring, shivering, and vascular constriction or dila- 
tion. Another factor contributing to control is the sub- 
cutaneous deposit of body fat. As Smith? points out, 
the metabolism of premature infants tends to be lower 
in proportion to surface area than that of full-term 
infants. In turn, the neonatal infants’ metabolism or 
oxygen consumption is approximately two thirds that 
of the adult and considerably below that of the pre- 
school infant or child. In general, thermal stability is 
poorest in the premature infant primarily because of 
immature or inadequate responses of the heat-control- 
ling mechanisms, as previously mentioned, and a paucity 
of subcutaneous fat. In these terms it can be appre- 
ciated that measures taken by the anesthetist to avoid 
exposure of the infant to excesses of temperature, or 
attempts to stabilize the body temperature of a febrile 
child or the low body temperature of the premature, 
are of value in reducing the energy expenditure or 
stress induced by these factors. 

The infants’ ability to withstand surgery and anes- 
thesia or their reaction to stress is noted to be generally 
good during the first few days of life. This resistance 
decreases rapidly until approximately 3 months of age 
when it begins to rise again and continues through 
childhood.® The adrenal glands at birth are propor- 
tionately larger than at any time thereafter, this en- 
largement being due to a residual layer of fetal cortex 
in the inner cortical zone. This fetal zone begins to 
undergo involutional processes immediately after birth, 
and is estimated to continue from 2 weeks to 1 year 
until the process is complete. 

The adrenal cortical hormone in the newborn in- 
fant has not been proved to be insufficient. The medul- 
lary hormone adrenalin, on the other hand, is deficient 
at birth in comparison to the adult ; possibly this is sup- 
planted by other adrenal-like tissues such as the aortic 
paraganglia.? Harris® states that part of the infant’s 
peculiar resistance to stress may be a result of the type 
of defense termed by Smith’® “passive or plastic re- 
sistance.” The normal adult reaction to any stress is 
violent, and the homeostatic mechanisms are brought 
into play immediately so that very little change is per- 
mitted. Changes in the adult’s internal environment 
are tolerated poorly, and death may result from the 
extreme activity of his defense mechanisms. The new- 
born, on the other hand, is more pliant in his defense. 
His internal environment is altered to a greater degree 
by stresses, calling forth much more feeble homeostatic 
mechanisms. This type of defense can be extremely 
effective ; however, if the stress is prolonged, the rela- 
tively unresisting premature or newborn infant may be 
pushed into disaster without showing much sign of 
reaction. 

In a preoperative evaluation of the infant’s circu- 
latory system, heart murmurs may be noted and yet be 
of no pathologic significance. Persistence of some of 
the peculiarities of the fetal heart may remain ; although 
they seldom produce symptoms, any irregularities of a 
cardiac nature should be born in mind. 

The foramen ovale gradually decreases in size dur- 
ing the first month of extrauterine life, a small aperture 
remaining patent into the first year of life. Functional 
closure of this opening at birth is effected by a change 
in the intra-auricular pressures, the left auricular pres- 
sure becoming greater than that of the right. This in 
turn holds in place a septum arising from the upper 
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wall of the left atrium, so as to cover the opening.™ 
The ductus arteriosus usually begins closure soon after 
birth, anatomically becoming closed by the third month, 
and functionally becoming closed within minutes fol- 
lowing birth. The exact mechanism of the functional 
closure is not clearly understood.? 

The rate and rhythm of the infant heart is similar 
to the respiration in its variability ; to know the normal 
features is to appreciate the changes occurring during 
anesthesia. The pulse rate averages between 120 and 
140 beats per minute in the newborn, showing a pro- 
gressive slowing (that is, 113 to 127 at 6 to 12 months, 
to 80 to 85 at 5 years) until the adult rate is reached. 
In the early age groups the rate is quite labile and may 
change from maximum (180) to minimum (60) values 
in the newborn on crying, excitement, or breath-hold- 
ing. In contrast, in the anesthetized infant the pulse 
varies from approximately 120 to 200 beats per minute 
in the newborn to 80 to 180 beats per minute in the 6- 
to 12-month-old child, and from 75 to 140 beats per 
minute in the 5-year-old child.** 

The blood volume of the average newborn infant 
is approximately 250 to 300 cc. total. This volume 
varies depending upon the inclusion or deprivation of 
the placental or cord blood to the infant’s circulatory 
system at the time of delivery. This total volume by 
comparison on the basis of weight or surface area is 
proportionately the same as the adult volume ;** this 
remains relatively constant throughout the growth pe- 
riods. Cognizance of blood volume is important to the 
anesthetist in estimating blood loss and in calculation of 
replacement therapy. Harris® says that loss of 1 ounce 
of blood in the newborn corresponds to the amount of 
a full transfusion in adults. 

The blood pressure, in contrast to the pulse, tends 
to remain stable although it may show a rise in re- 
sponse to exercise or excitement. It is important to 
use a cuff of proper size (one that covers approximate- 
ly two thirds of the upper arm) to determine the blood 
pressure with any accuracy. Although there is some 
variability in the figures given, the average blood pres- 
sures are: newborn, 60-70/40; 3 months of age, 95/60; 
1 year, approximately 100/70; and in adolescence, 
100/70. 

Renal function, according to Harris,® is in general 
underdeveloped until 2 years of age at which time it 
reaches adult standards in relation to surface area. Be- 
fore 2 years, the glomerular and tubular functions are 
20 to 40 per cent deficient for the corresponding body 
surface area. The infant kidney demonstrates a rela- 
tive inability to excrete solutes and to concentrate the 
urine as will occur in the adult, although the ability to 
dilute the urine is good. The osmolarity, or those sub- 
stances exerting osmotic activity, of the infant urine 
maximally is 700 milliosmols per liter, compared with 
1,400 milliosmols per liter in the adult.** 

Since intake of water, which is readily excreted, 
controls to a certain extent the ability of the kidney to 
excrete solutes, hydration using hypotonic or salt-free 
solutions is indicated to regain equilibrium. This is true 
in the infant whose metabolism is:increased because of 
fever, or whose tissue breakdown has been accelerated 
by surgery thereby elevating the number of osmotically 
active substances, and also because of the electrolyte 
levels altered. Impaired function may be evident when 
an infant is returned from elective surgery with an 
elevated body temperature, flushed skin, tachycardia, 
and an eager desire for fluids offered—only because of 
the inadvertent withholding of fluids after midnight as 
is the practice for adults scheduled for operation. 
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Summary 


Changes occurring with growth in the infant’s 
thoracic anatomy have been discussed, with special ref- 
erence to their effect on the respiratory pattern. The 
relation of these changes to anesthesia has been dis- 
cussed in terms of respiratory rate, tidal volume, and 
minute volume. Changes in erythrocyte concentration, 
hemoglobin values, and carbonic anhydrase have been 
discussed. Problems encountered in endotracheal anes- 
thesia, especially from an anatomic viewpoint, have 
been described. The role of the thymus in respiratory 
obstruction, the control of temperature, the ability of 
the infant to withstand stress, and the balance of 
adrenal cortical and medullary hormones have been dis- 
cussed. Circulatory changes, including persisting fetal 
heart characteristics, rate and rhythm of the heart, 
blood volume, and blood pressure, have been discussed, 
as has renal function. Suggestions have been made for 
the anesthesiologist who must be aware of these differ- 
ences in the pediatric surgical subject. 
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Mechanisms of deficits 


In order to understand the various deficits that 
might occur as a result of vomiting, diarrhea, sweating, 
dehydration, starvation, renal failure, et cetera, a 
knowledge of the daily volume and electrolyte content 
of normal secretions and excretions is necessary (Ta- 
ble IT). 

Many surgical patients have abnormal losses be- 
cause of intubation, fistulas, anastomotic operations, 
and artificial openings in the gastrointestinal tract. In 
addition to normal base-line requirements to maintain 
balance, drainage from any existing sites of this type 
must be considered (Table III). Total gastrointestinal 
tract secretions are approximately 8,000 to 10,000 cc. 
daily. In pathologic states these volumes may be ex- 
ceeded, and it is not uncommon to observe as much as 
1,500 to 1,900 cc. of bile drainage during the immediate 
postoperative period from a decompressed common bile 
duct following obstruction, or drainage from a pancre- 

*From the Department of Surgery, Metropolitan Hospital, Philadel- 


phia, of which Dr. Levin is senior attending surgeon and in which Dr. 
Powell is resident. 
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atic fistula, amounting to about 1,500 cc. per day. Ex- 
cessive vomiting or loss of gastric juice understandably 
results in hypochloremia and metabolic alkalosis. Pro- 
found diarrhea, because of the high bicarbonate concen- 
tration in intestinal fluid, results in metabolic acidosis. 
Associated dehydration and starvation exist in varying 
degrees in both profound diarrhea and vomiting, caus- 
ing marked changes in the principal anions and cations. 
Although a total body deficit may exist, elevated serum 
levels of potassium, sodium, et cetera, are frequently 
encountered. Sweating as a result of high fever pro- 
vides an additional avenue for electrolyte loss. Analy- 
sis of perspiration reveals a high concentration of so- 
dium and chloride, and small amounts of potassium and 
nitrogen. 


Clinical syndromes associated with 
water and salt deviation 


Marriott®> was the first investigator to accurately 
describe water and salt deviations and to correlate the 
clinical findings with the severity of the syndromes. 
Dehydration will be discussed under the various types 
encountered in surgical practice. 

Loss of water in excess of salt (hypertonic dehy- 
dration).—The basic mechanism in this type of deficit 
is inadequate water intake and inability of the body to 
reduce insensible loss of water through the skin and 
lungs. Water loss through the urinary tract continues 
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TABLE II—DAILY VOLUMES AND ELECTROLYTE CONTENT OF NORMAL SECRETIONS AND EXCRETIONS* 


Daily volume Na Cl K HCOs 
of H:O mEq. mEq. mEq. mEq./1. 
1. Saliva 1,500 cc. 140 100 50-100 
2. Gastric juice of normal 1,000-2,500 cc. 10-15 120-150 15-30 
acidity 
3. Gastric mucus (anacidity) 1,000-1,500 cc. 140 120-150 15-30 
4. Intestinal secretion 3,000 cc. 140 100 5 
5. Bile 500 ce. 140 100 5 
6. Pancreatic juice 700 cc. 140 30 5 100 
7. Insensible water loss 
pa = pea 1,000 ce. total, electrolyte content negligible 
8. Sensible perspiration 0-4,000 ce. 
Up to 2,000 ce. : 40-50 40 3 
2,000-4,000 ce. : 90-100 70-80 5-15 
9. Urine 
(average, great variations) 1,500 ce. 200 200 70-90 20 


although increased antidiuretic hormone output reduces 
the daily volume to a minimum of 250 to 350 cc. in 24 
hours. The basic deficit causes extracellular hyper- 
tonicity and subsequent cellular dehydration. The earli- 
est symptom is thirst which may indicate a volume defi- 
cit of up to 2 per cent of body weight. Cerebral 
irritation, fever depression, and terminally, hemocon- 
centration, collapse, and shock follow as the deficit in- 
creases to involve a greater percentage of body weight. 
Esophageal disease, water deprivation, coma, psychoses, 
diabetes insipidus, et cetera are the principal clinical 
conditions causing hypertonic dehydration. Treatment 
is directed at providing enough water to augment uri- 
nary volume and correct electrolyte deficits (see the 
sections on sodium and potassium). The total amount 
of fluid administered should be based on the percentage 
of weight loss. In pure depletions the blood is consid- 
ered hypertonic if the serum sodium value is above 142 
mEq. per liter and hypotonic if below.* An example of 
the calculations involved follows : 

A man whose normal weight is 80 kg. (176 pounds) 
was admitted at a weight of 75 kg. (165 pounds). The 
extracellular fluid volume in this case would be 75 kg. 
X 15 per cent, or 11.25 liters. The patient’s serum so- 
dium was 162 mEq. per liter; the normal (142 mEq. 
per liter) subtracted from this amount would leave a 


value of 20 mEq. excess. The total sodium excess per 
liter (20 mEq.) is multiplied by the number of liters 
of extracellular fluid (11.25), the product of which is 
225 mEq. The amount of water with carbohydrate nec- 
essary to dilute plasma to normal is calculated as fol- 
lows: 225 mEq. ~ 142 mEq. = 1.6 liters. To this is 
added 2.5 liters, the base-line requirement, for a total 
of 4.1 liters to be administered on the first postoperative 
day to reestablish water balance. 

Loss of salt in excess of water (hypotonic dehy- 
dration)—The basic mechanism of this syndrome is 
abnormal loss of sodium and chloride and inadequate 
intake. This may occur as a result of vomiting, in- 
testinal suction, fistulous drainage, diabetic acidosis, 
adrenocortical insufficiency, and renal diseases. The 
symptom picture*®*? develops as a result of (1) hypo- 
tonicity of the extracellular fluid with fall of osmotic 
pressure, (2) acid-base imbalance, or (3) cligemia. 
Lassitude, apathy, stupor, weakness, headache, anorexia, 
vomiting, mental confusion, cramps, and circulatory 
collapse develop as results of oligemia. 

Treatment is directed toward trying to correct the 
condition causing the deficit, and replacement of the 
incurred losses. Calculation of the sodium chloride 
deficit is roughly as previously discussed. Replacement 
by 0.9 per cent saline is generally adequate ; however, 


TABLE III—GASTROINTESTINAL TRACT LOSSES, MILLIEQUIVALENTS PER LITER 


Na K Cl 
Gastric (fasting), 130 specimens Average 59.0 9.3 89.0 
Range 6.0-157 0.5-65.0 13.2-167.2 
24 Cases 31.0-90.0 4.3-12.0 52-124 
Small bowel (Miller-Abbott suction), 89 specimens Average 104.9 i 98.9 
Range 20.1-157.0 1.0-11.0 43.0-156.1 
24 Cases 72-128 3.5-6.8 69-127 
Ileum (Miller-Abbott suction), 17 specimens, Average 116.7 5.0 105.8 
7 patients Range 82-147 2.3-8.0 60.7-137.0 
24 Cases 91-140 3.0-7.5 82-125 
Ileostomy (recent), 25 specimens, 7 patients Average 129.5 16.2 109.7~ 
Range 92-146 3.8-98.0 66-136 
24 Cases 112-142 4.5-14.0 93-122 
Cecostomy, 20 specimens, 9 patients Average 79.6 20.6 48.2 
Range 45-135 3.7-47.3 18-88.5 
24 Cases 48-116 11.1-28.3 37-70 
Bile, 22 specimens, 12 patients Average 145.3 52 99.9 
Range 122-164 3.2-9.7 77-127 
% Cases 134-156 3.9-6.3 83-110 
Pancreas, 3 patients Average 141.1 4.6 76.6 
Range 113-153 2.6-7.4 54.1-95.2 
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in serious conditions utilization of a 5 per cent hyper- 
tonic saline solution may be necessary. If this solution 
is employed, not more than 500 cc. in 24 hours or 
200 cc. per hour should be exceeded in order to avoid 
sudden hypertonicity. 

Water intoxication (hypotonic overhydration).— 
Water intoxication was the name given by Weir, Lar- 
sen, and Rowntree®® to the syndrome produced by the 
retention in the body of large amounts of water in 
osmotic excess of electrolyte. The symptoms can be 
severe, even fatal in some cases, but fortunately such 
cases are uncommon. The basic mechanism of this syn- 
drome is a result of excessive intake or infusion of 
water without salt in dehydrated patients or in those 
who have renal failure. This condition generally occurs 
in the immediate postoperative period when fluids are 
forced in an oliguric state to attempt increase of kidney 
output. Oliguria following surgery is of variable dura- 
tion and usually lasts from 12 to 36 hours, but it may 
be prolonged depending on operative trauma, age, and 
condition of patient. In man the antidiuretic hormone 
will prevent the excretion of excess water even though 
hypotonicity is extreme, and as a result in surgical pa- 
tients primary water retention and intoxication occur if 
administration of sodium-free water is excessive.*®®° 

The symptoms may start with dramatic suddenness 
and are usually cerebral.** They may include strange 


-behavior, confusion, aphasia, incoordination, sleepiness, 


delirium, headache, convulsions, anorexia, and nausea 
and vomiting. The treatment is concentrated upon the 
primary site of disease in cases where there is a definite 
pathologic condition in the heart, kidneys, or liver. The 
cause of the symptoms is probably overhydration of 
the cells; this can be corrected by restricting water in- 
take. In mild cases excretion and insensible water loss 
will soon restore normal homeostasis. The question of 
administration of hypertonic saline in those patients re- 
quiring urgent treatment is also raised. This will be 
of benefit only in those patients with an element of salt 
depletion and should be given cautiously when there is 
any evidence of cardiac or renal failure. 

Normotonic overhydration.—The basic mechanism 
is that of primary salt retention with normotonic (or 
hypertonic) expansion of the extracellular and intra- 
cellular space. This occurs primarily in congestive heart 
failure, acute renal failure, cirrhosis, and hyperadreno- 
cortical states. The signs are those of anasarca, serous 
transudations, congestion, pulmonary edema, and re- 
sultant associated clinical symptoms. The treatment is 
basically directed toward improvement in the organ 
system and renal excretion and salt restriction. Diuretics 
are often of value in promoting excretion. Automatic 
restoration of normal volume and electrolyte relation- 
ships will occur following therapy. 

From the above syndromes it can be concluded that 
the effects of dehydration depend upon the amount of 
water loss and the rate, amount, and type of electrolytes 
lost. In disease states the normal mechanisms for main- 
taining homeostasis are upset and supplemental intake 
of depleted essentials and excretion of excess sub- 
stances must be carefully promoted by the clinician. 
The whole patient must be treated, not the blood chem- 
istry results from the laboratory. Review of the clinical 
history is an absolute necessity for interpreting the lab- 
oratory findings. Management of chronic asymptomatic 
hyponatremia and acute hyponatremia are vastly differ- 
ent. The same problem may occur in dilution and de- 
pletion hyponatremia. Administration of electrolytes to 
the salt-depleted patient is followed by rapid clinical 
and biochemical improvement, whereas with dilution 
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hyponatremia it may aggravate an already imperiled 
cardiovascular decompensated state. Wynn*! presents 
an excellent differential diagnosis of hypotonic syn- 
dromes. (Table IV). 


Compartmental acid-base balance 


Theoretically as a unified concept three mechanisms 
may be involved in changes of cellular composition :*° 
(1) change in osmotic pressure and acid-base equi- 
librium of extracellular fluids involving alterations in 
the distribution of water and electrolytes between ex- 
tracellular and intracellular fluids; (2) body contents, 
water and electrolyte, changing in terms of disturbances 
between intake and output and regulatory mechanisms, 
particularly disturbances in kidney function; and (3) 
disturbances in osmotic and chemical properties of or- 
ganic compounds of cells altered by metabolic and nu- 
tritional derangements. 

Based on terms elaborated earlier, variations in 
alkalinity and acidity are held within very narrow mar- 
gins and changes of amounts as little as 0.3 or 0.4 of 
pH (of blood) may prove fatal. Extracellular fluid is 
usually maintained in an alkaline state; hence, physi- 
ologically, acidosis and alkalosis really mean a lesser 
(7.38 to 7.0) or greater (7.43 to 7.7) alkalinity of 
blood. Acidosis and alkalosis are not diseases in them- 
selves, but represent biochemical derangements seen in 
a wide variety of conditions. Basically there are four 
main types of pH changes encountered : metabolic acido- 
sis, metabolic alkalosis, respiratory acidosis, and re- 
spiratory alkalosis. The diagnosis generally is made 
from the history and physical findings, including the 
electrocardiogram, pH of blood, urinalysis (pH and 
sometimes electrolytes), serum electrolytes, and carbon 
dioxide combining power. 

Metabolic acidosis——This condition is character- 
ized by an increased hydrogen ion concentration of the 
plasma and cells from causes other than retention of 
carbon dioxide. It occurs when either total anion con- 
tent is increased (except for bicarbonate) without 
equivalent base, or a loss of total base in excess of 
anions.®* The basic types of metabolic acidosis fall into 
three broad categories, namely, renal failure, metabolic 
derangements (diabetes, hypoxia, adrenal insufficiency, 
et cetera), or hyperchloremic acidosis resulting from 
failure of excretion of chloride ion, or chloride over- 
loading, or both. Prolonged use of ammonium chloride 
and Diamox, dehydration, and ureterointestinal anasto- 
mosis are also etiologic mechanisms commonly encoun- 
tered. The laboratory findings are: reduced pH, re- 
duced carbon dioxide, acid urine (except in renal 
infection), plasma chloride, sodium or potassium either 
low or high depending on etiology, and electrocardio- 
graphic changes depending on serum ion levels. 

Renal failure—The problem of renal failure fol- 
lowing surgery is beyond the scope of this paper, and 
the reader should refer to special articles on this sub- 
ject.1#46*3 When an artificial kidney is available in a 
nearby center the patient should be transferred when- 
ever it appears that effective management cannot be 
carried out or when any one of the following criteria 
can be fulfilled. Kolff criteria are :** (1) serum potas- 
sium levels above 7.0 mEq. per liter; (2) carbon di- 
oxide content of 12 mEq. or less; and (3) blood urea 
nitrogen of 150 mg. per 100 cc. or more. It was also 
suggested that dialysis be employed on the fifth or sixth 
day of virtual anuria (urinary output below 100 cc. in 
24 hours). Many times a patient is transferred too late 
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to benefit by vivodialysis or dies en route to the center. 
Although the patient may appear to be responding 
clinically, strict laboratory observation should be main- 
tained; if these findings indicate progression, transfer 
should be carried out early. 

If an artificial kidney is not available, a medical 
regimen can be carried out as follows: 

1. Restrict fluid intake to visible output plus 500 
to 700 cc. for insensible net loss. Always keep in mind 
the endogenous formation of water (1.07 ml. of water 
per gram of fat, 0.41 ml. of water per gram of pro- 
tein). 

2. Nonprotein high calorie diet should be given. 
If not possible, then use 50 per cent glucose or fat 
emulsion orally or intravenously. 


3. One unit of regular insulin per 5 grams of 
glucose is administered. 

4. S.K.F. Special (Cation Exchange) Resin No. 
648 is given (see section on hyperkalemia). 

5. Vitamins are given. 

6. Electrolyte determinations are performed daily; 
if patient is on cation exchange resins, every 12 hours. 

7. Broad spectrum antibiotics are given. 

8. Testosterone is administered intramuscularly, 

9. Packed erythrocytes are necessary if the hemo- 
globin is below 8 grams per 100 cc. (It must be remem- 
bered that plasma potassium level of 35 mg. per 100 cc. 
are not uncommon in blood stored for up to 3 weeks.*) 

10. Weigh patient daily. 


TABLE IV—DIFFERENTIAL DIAGNOSIS OF THE HYPOTONIC SYNDROMES 


Na depletion without water 


Water intoxication 


Symptomless hypotonicity 


depletion 
History Large negative Na_ balance. 
Free intake of water 
Symptoms Gradual onset. Apathy and 
weakness; sometimes rest- 
lessness and anxiety; pos- 
tural faintness, anorexia, 
nausea, vomiting, muscle 
cramps 
Signs 
Weight Loss 
Appearance Haggard 
Skin Loss of tissue turgor and 
elasticity 
Cardiovascular Blood pressure low, especially 
system pulse pressure. Pulse rapid. 


Central venous pressure re- 
duced. Veins collapsed. 
Limbs pallid and cold. 

Some muscular weakness and 
sweating. 


Nervous system 


Respiration No special change 
Chemistry 
Hb and Raised 
hematocrit 
MCHC Low 
Plasma 
proteins Raised 
Na and Cl Low 
K Often raised 
HCO; Low 
NPN Raised, sometimes very high 
Urine 
volume Low 
specific gravity Usually high 
protein Trace to much 
casts Usually present 
ketone bodies Usually present 
Na content Zero or very low except in 
Addison’s and renal diseases 
Treatment Correct hemoconcentration; 
normal saline effective. Hor- 
mones in adrenal insuffi- 
ciency. 
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Large positive water balance 
acutely or gradually pro- 
duced 


In acute cases: sudden onset; 
mental disturbances, disori- 
entation; weakness; fits; 
coma. 


In chronic cases: gradual on- 
set; extreme prostration and 


weakness; sleepiness; dis- 
orientation; apathy; ano- 
rexia; fits. 

Gain 

Normal 


No abnormality 


Blood pressure normal or 
raised. Pulse normal. Cen- 
tral venous pressure normal. 
Veins full. Limbs normal 
color and warm. 

Gross muscle weakness. Di- 
minished or absent tendon 
reflexes. No sweating. In 
acute cases, coma and ex- 
tensor plantar responses. 


Overbreathing in acute cases. 


Low 
Low 


Low 

Very low 

Normal or low 

Low in acute cases 

Normal or low unless previ- 
ously raised 


Low or high 
Usually low 
Trace to nil 
None 
Absent 
Often high 


Correct hypotonicity by hy- 
pertonic saline and water 
restriction; normal saline 
ineffective and dangerous. 


Any chronic illness. Zero ex- 
ternal balance of water and 
Na. 


No symptoms referable to hy- 
potonicity. 


Progressive loss 
Usually wasted 
Loss of elasticity 


Blood pressure normal. Pulse 
normal. Central venous 
pressure normal. Veins full. 
Limbs normal color and 
warm. 

No special signs. 


No special change. 


Usually low 
Normal 


Low. Reversed A/G ratio 
Low 

Normal or low 

Normal or slightly raised 
Normal except in renal failure 


Normal 

Usually low 

Nil 

None 

Absent 

No specific findings 


No treatment for hypotonicity 
indicated. 
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11. Re-evaluate the patient’s status three times 
aily. 

Check electrocardiograms for electrolyte 
changes. 

13. Give sodium lactate and calcium gluconate 
daily. 
4. ACTH or cortisone may be given if indicated. 
If the patient is managed carefully, very rarely 
will vivodialysis be necessary. Most commonly follow- 
ing surgery the acute renal failure results from shock 
or incompatible blood transfusion ; however, many other 
factors, such as collagen, amyloid, or polycystic dis- 
ease, chronic glomerulonephritis, or complete obstruc- 
tion, should be ruled out as etiologic agents. 

Metabolic acidosis due to diabetes and adrenal cor- 
tical insufficiency is standard and usually responds to 
medical management. The problem of hyperchloremic 
acidosis is frequently associated with ileostomies, diar- 
rhea, fistulas, prolonged intubation with Cantor or 
Miller-Abbott tubes, and ureterointestinal anastomosis. 
The plasma chloride is moderately elevated and carbon 
dioxide is depressed. A marked potassium deficiency 
frequently coexists when the disorder results from 
ureterosigmoid anastomoses.* If any of these condi- 
tions are prolonged, renal failure may ensue. 

The treatment depends on the cause of the meta- 
bolic acidosis, but certain basic steps in combating the 
biochemical derangement apply in all cases. If dehy- 
dration is acute, rehydration should be carried out. 
Sodium bicarbonate or lactate is indicated.1* No at- 
tempt should be made to restore the chloride level to 
normal rapidly with one treatment, but therapy should 
be directed toward raising the carbon dioxide above 15 
mEq. per liter®*? and maintaining it above this figure. 
About 2 mEq. of sodium bicarbonate are required for 
each milliequivalent per liter deficit, since half of the 
sodium bicarbonate shifts intracellularly. Two factors 
should be remembered: Intravenous administration of 
sodium bicarbonate should be preceded by 10 ml. of a 
10 per cent solution of calcium gluconate to prevent 
tetany ;°* and lactate is not metabolized in the presence 
of poor liver function or extreme congestive heart 
failure with passive congestion of the liver. Calculation 
of the amount of bicarbonate needed may be done by 
using either 15 per cent or 20 per cent of body weight 
as extracellular fluid. 

1. Using 15 per cent: A 60 kg. male has a carbon 
dioxide content of 10 mEq. per liter. Calculate extra- 
cellular volume as 60 kg. X 15 per cent; this equals 9 
liters. Subtract 10 mEq. from 27 mEq. (normal con- 
centration in serum) ; the deficit is 17 mEq. per liter. 
Total carbon dioxide to be replaced is 17 mEq. X 9 
liters, or 153 mEq. ; 

2. Using 20 per cent: In the same patient, 60 kg. 
< 20 per cent would give a total of 12 liters. To raise 
the carbon dioxide content above 15 mEq. per liter, the 
following calculation is used: 12 liters X 5 mEq. (dif- 
ference between the 15 mEq. and the patient’s value) 
X 2 (doubling for replacement therapy) = 120 mEq. 
of sodium bicarbonate. 

Wien hyperchloremic acidosis is due to small 
bowel losses, replacement should consist of two thirds 
of the volume of 0.9 per cent sodium chloride with 
glucose and one third of the volume of sodium bi- 
carbonate or one-sixth sodium lactate. As rehydration 
becomes evident potassium may be replaced. 

Metabolic alkalosis —This is a condition charac- 
terized by a decreased hydrogen ion concentration of 
the blood from causes other than hyperventilation. It 
occurs when there is either an increase in base, a loss 


Vor. 58, 1959 


of anion (other bicarbonate) in excess of base, or a 
loss of potassium ion.** In surgical patients the com- 
monest cause of metabolic alkalosis is the loss of 
chloride ion by vomiting or by gastric suction. Potas- 
sium deficiency is now accepted as a common cause of 
postsurgical alkalosis. Potassium losses increase fol- 
lowing operations as results of trauma, alarm reaction, 
and gastrointestinal suction. The alkalosis of hypo- 
kalemia is characterized by failure to respond to sodium 
chloride or ammonium chloride administration. The 
laboratory findings reveal increased pH, elevated plas- 
ma carbon dioxide, depressed chloride (which is 
marked when the deficiency is due to primary loss of 
gastric contents which has chloride concentrations up 
to 150 mEq. per liter), urine alkaline (but may be acid 
if associated with hypopotassemia ). 

The treatment depends on the primary cause. If 
alkali ingestion is excessive it should be discontinued. 
Sodium chloride solution is the choice, along with 
Ringer’s solution. Ammonium chloride may be admin- 
istered if severe alkalosis is present, at a rate no greater 
than 1 liter per 4 hours. This slow rate is necessary 
because of its tendency to cause hemolysis. Potassium 
salts may be given at the rate of 10 mEq. per hour.’ 
We have given up to 160 mEq. total in 24 hours with- 
out any difficulty as long as the urinary output is good. 
The alkalotic patient is hypersensitive to digitalis and 
care must be taken in its administration when this con- 
dition exists. The calculation: 

A 50 kg. male has a carbon dioxide value of 40 
mEq. per liter. He has ingested excessive alkali while 
on an ulcer diet. Extracellular fluid is 7.5 liters (50 kg. 
x 15 per cent). The excess of carbon dioxide above 
normal is calculated in this way: 40 mEq. (patient’s 
value) — 27 mEq. (normal) = 13 mEq. The total car- 
bon dioxide to be neutralized is 13 mEq. X 7.5 liters, 
or 97.5 mEq. This can be given as 2 per cent ammo- 
nium chloride solution or sodium chloride solution. 

Respiratory alkalosis —This is a state in which 
the carbon dioxide is reduced by hyperventilation, with 
a rise in the serum pH. The commonest causes are 
hysteria, various neuroses and psychoses, hyperthermia, 
central brain lesions, salicylate intoxication, et cetera. 
The laboratory findings are elevated pH, possibly ele- 
vated chloride ion, alkaline urine early as a result of 
renal compensation but later acid urine as a result of 
metabolic acidosis, and low carbon dioxide. Treatment 
is directed toward correcting the first cause. In the 
case of hyperventilation, rebreathing and sedation are 
the choices. Calcium may be needed if tetany devel- 
ops. Five per cent carbon dioxide can be very helpful 
in cases where the depth of respirations cannot be con- 
trolled. If a terminal phase should develop, sodium bi- 
carbonate and water are indicated along with the afore- 
mentioned modalities. 

Respiratory acidosis——This condition develops 
whenever there is interference with exchange of gases 
across the pulmonary membranes (atelectasis, emphy- 
sema, pneumothorax, and chronic disorders of the 
lung), depression of the central nervous system by 
toxins (morphine or general anesthesia), and thora- 
cotomy rebreathing with 5 or 10 per cent carbon 
dioxide. In chronic lung diseases of long standing the 
stimulus to respiration appears to be hypoxia, and 
oxygen should be administered very cautiously since 
apnea with an acute drop in pH may well precipitate 
cardiac arrest. This is particularly a possibility in the 
removal of a suddenly obstructed airway. Laboratory 
findings indicate that a high carbon dioxide level should 
not always be considered as an alkalosis, because in 
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compensated respiratory alkalosis the carbon dioxide 
level is high and the pH is normal or low, in contrast 
to metabolic alkalosis where both the carbon dioxide 
and pH are elevated.*® The laboratory findings are 
carbon dioxide elevated up to 38 mEq. and sometimes 
higher, low pH, reduced chloride, normal sodium and 
potassium unless hypoxia is severe which generally is 
reflected by elevation of potassium,** and, usually, acid 
urine. 

Treatment should be directed toward relieving the 
obstruction and increasing the exchange of gases across 
the alveoli. Sedation and narcotics should be used cau- 
tiously. Bronchodilators, breathing exercises with in- 
termittent positive pressure, aerosols, and antibiotics 
are useful. No effort should be made to correct the 
electrolytes unless the main etiologic mechanism can be 
dealt with effectively. A tracheostomy may be indicated 
if excessive secretions begin to develop postoperatively. 


Pediatric surgery 


General rules for determining fluid therapy are 
as follows: 

Total daily fluids: 

60-90 cc./Ib. or 100-300 cc./kg. 

45 cc./lb. (for newborn infants) 

30-50 cc./Ib. (for children over 50 Ibs.) 

Saline requirement : 
10 cc./Ib. (up to 50 Ibs.) 
5 cc./Ib. (over 50 Ibs.) 
CO, correction: 

Normal CO, — observed CO. = CO, deficit or 

excess 

CO, deficit or excess XK 4.2 & wt. (in kg.) = 

number of cc. of sodium lactate or ammonium 
chloride needed for correction 

M/6 sodium lactate: 4.2 cc./kg. will raise CO, 1 

per liter 

M/6 ammonium chloride : 

CO, 1 mEq. per liter. 
Gross in premature infant :** 

Total daily fluid 30 cc./lb. body weight. 

Blood transfusion : 
30 cc./lb. body weight per day in infants and small 
children ; or, 
5 cc./lb. body weight per day in older children 
over 3 years of age or 50 pounds of weight). 
Baffes*? recommends that one half the calculated dose 
of fluids and electrolytes be given with increase if the 
clinical condition warrants the entire amount. 

Postoperative management may be outlined as fol- 
lows: 

Glucose and water with vitamins given on the day 
of surgery, based on weight as presented, unless definite 
electrolyte deficits exist. 

On the first day, electrolyte solutions are given; 
total amounts are based on weight and avenues of loss 
(intubation, diarrhea, et cetera). 

Start oral feedings as soon as possible. 

When deficits exist prior to operation, the follow- 
ing are given (calculations are based on square meters 
of surface area and body weight) : 

Hydrating solution at the rate of 360 cc. per square 
meter in 45 minutes. 

If patient voids, polyionic solution is given (Butler 
type, 1,500 cc. per square meter in 24 hours for first 
24 hours, plus deficits incurred from abnormal gastro- 
intestinal losses). 

Oral feedings as soon as possible. 


4.2 cc./kg. will lower 
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Clinical management 


The principles of clinical management are based 
on the normal daily needs for fluids and electrolytes 
(sodium and chloride approximately 76 mEq., potas- 
sium 30 to 40 mEq.; water for urine and insensible 
loss, 1,600 to 2,500 cc. ; calories, 100 grams of glucose, 
50 grams of protein, vitamins, and output by avenues 
of abnormal loss). The metabolic response to surgery 
as elaborated by Moore and Ball® must be kept in mind 
when considering postoperative parenteral fluids. The 
findings are well documented and need not be elaborat- 
ed here. The length and type of operative procedure are 
important in considering parenteral fluid and electrolyte 
needs. The loss of fluid in the operating room may 
amount to 300 cc. M? per hour.*° The homeostatic 
limits in parenteral fluid therapy should be remembered 
as a guide in dealing with syndromes of electrolyte im- 
balance. They are as follows :" 


Floor Ceiling 


Glucose 75 grams/sq.m./24 hrs. 350 grams/sq.m./24 hrs. 
Sodium 10 mEq./sq.m./24 hrs. 225 mEq./sq.m./24 hrs. 
Potassium 10 mEq./sq.m./24 hrs. 225 mEq./sq.m./24 hrs. 


2.0 grams/sq.m./24 hrs. 
10.0 cc./m-osm. solute 


Phosphorus 0.3 gram/sq.m./24 hrs, 
Water 0.7 cc./m-osm. solute 


The indications, types, and: contraindications for the 
various fluids currently used should be reviewed. Our 
experience with hydrating solutions has been valuable, 
especially when renal failure was suspected. Routinely 
a hydrating solution of half-normal saline is adminis- 
tered, and if voiding occurs we have followed the 
method advocated by Talbot.** Recent evidence sug- 
gests that a plan of management for parenteral alimen- 
tation based on the square meters of body surface® is 
not accurate ;** however, it is an easily grasped concept 
and our results have been good when this plan was 
utilized. Currently our plan of management is as fol- 
lows: 

1. Glucose or invert sugar, 10 per cent in water, is 
given the day of operation unless a definite presurgical 
deficit in electrolytes or blood loss at operation necessi- 
tates administering large amounts of blood postopera- 
tively. If deficits are known to exist, then a hydrating 
solution is administered; half-normal saline is run in 
rapidly at 360 cc. per square meter in 45 minutes. If 
patient voids, then electrolyte solutions are given. 

2. On the first postoperative day, if the patient is 
intubated, potassium, 60 to 80 mEq. as chloride’ or 
phosphate salts, is given along with items listed below, 
if abnormal gastrointestinal loss occurs and urinary 
output is good. 

a. 1,000 ce. polyionic (Butler’s) solution, with 

vitamins B and C 

b. 1,000 cc. protein hydrolysate 
c. Remainder of volume as 10 per cent invert 

sugar in distilled water with vitamins B and C 

(Butler’s solution). 

3. On the second postoperative day, if there is in- 
tubation or abnormal gastrointestinal loss, 60 to 80 
mEq. of potassium as phosphate or chloride salts are 
given, along with: 

a. 1,000 cc. Ringer’s lactate with vitamins B 

and C 

b. 1,000 cc. protein hydrolysate 
c. Remainder as polyionic solution with vita- 

mins B and C. 

If urinary loss, sweating, or fever is excessive, then 
additional fluid is administered on the basis of total 
output. The “rule of six” is utilized for the rate of 
fluid therapy given. 
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Milliliters per hour = drops per minute 
6 

For prolonged therapy the amino acids can be 
utilized in a 5 per cent glucose and 5 per cent alcohol 
solution. There is considerable disagreement as to 
whether protein hydrolysates are indicated in the early 
postoperative periods, because of their lack of absorp- 
tion and utilization by the body.® However, we feel 
that our results indicate that they are of definite value ; 
only a relatively minor number of untoward reactions 
which possibly may be attributed to the hydrolysates 
have developed over a 2-year period. Intravenous fat 
emulsions are useful in long-term parenteral fluid ther- 
apy. The usual contraindications are observed in the 
use of both protein hydrolysates and fat emulsions. 


Summary 


A discussion on fluid and electrolyte balance and 
clinical management has been presented. Calculations 
for the various electrolytes to serve as a rough guide in 
estimation of deficits have been given, along with treat- 
ment for various clinical syndromes associated with in- 
dividual electrolyte deficits and excesses and the broad 
category of water and salt imbalance. Management of 
pediatric surgical fluid problems has been included 
along with suggested plans for management in the post- 
operative period. It has been stressed that oral alimen- 
tation should be undertaken whenever possible, because 
the electrolyte picture as reflected in the serum will be 
quickly corrected if the patient resemes a normal diet. 
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A CLIN ICAL study and evaluation on 
PANGAMIC ACID 


GEORGE L. KEMP, D.O. 
Portland, Oregon 


ACID, or vitamin B,,;, was first 
isolated by Krebs and his associates,’ as reported in 
1951. In 1952 the first international recognition of the 
substance as an innovation in the field of pharmaco- 
therapy was noted in Germany,’ and in 1953, confirma- 
tion of the first description of the vitamin and its ef- 
fects in animals was reported from Kyushu University, 
Japan.* Pharmacologic studies on various aspects of 
pangamic acid were conducted at the Institute of Phar- 
macology of the University of Milan, and reported 
in three papers in 1957.*** Meanwhile, Beard and Wof- 
ford’ had also been investigating the chemistry of the 
synthesized material and its effect on creatine forma- 
tion in animal experimentation. Pangamic acid is now 
identified in current editions of medical dictionaries and 
chemical directories. Figure 1 details the chemical 
structure of its two forms.’ 

Since the vitamin was originally isolated, several 
synthetic homologues have been prepared and studied. 
It was shown by Kelly and Beard® that creatine forma- 
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tion was increased in proportion to the number of 
methyl groups attached to nitrogen, as in amino acids. 
It has been further stated’? that clinical response in 
rheumatoid and heart disease appears to be proportional 
to the number of methyl groups contained in the mole- 
cule. Since the octomethyl form has eight available 
methyl groups for transmethylation, this homologue 
was used in the ensuing study.* 

A clinical evaluation of the cardiotrophic effect of 
a pangamic acid salt in 26 patients with heart disease 
was made in Italy, in 1957, by Cugguda and Dispensa," 
who reported that diminution or disappearance of pre- 
cordial pain was observed, together with decreased fre- 
quency of anginal attacks, lessening of cyanosis and 
dyspnea, and increased work capacity. This report was 
one of five papers comprising a symposium on clinical 
and pharmacologic observations on the octomethylated 
pangamic acid. 

While the interrelationship between creatine syn- 
thesis in the body and myoskeletal disease is not yet 
perfectly understood, it appears to be the consensus 
that vitamin B,,; produces more efficient oxygen utiliza- 
tion in the tissues and therefore has a beneficial effect 
in those pathologic states associated with cellular hy- 
poxia.’? 

The purpose of the present study has been to 
attempt to evaluate clinically the effect of vitamin B,; 
in congestive heart failure, angina pectoris, and ar- 
rhythmias of cardiac origin. The ages of patients, most 
of whom were males, varied between 22 and 75 years. 
The cases of congestive myocardial failure and angina 
pectoris were classified as mild, moderate, or severe in 
a further attempt to evaluate the effectiveness of the 
medication. 

Of the 65 patients studied, 9 did not return con- 
sistently for evaluation at the prescribed intervals and 
therefore are not included in this study. The initial 
dose of vitamin B,; given to all groups was 100 mg. 
intramuscularly on a twice weekly schedule. The re- 
sults are shown in Table I. 


*The pangamic acid used in this research was ‘supplied as Pan- 
beeteen-XV, by United Specialties, San Mateo, California. 
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TABLE I.—RESPONSE TO STANDARD 
DOSAGE OF PANGAMIC ACID 


No Partial Marked 
Diagnosis relief relief relief 
Mild ‘congestive failure 4 
Moderate congestive failure 3 
Severe congestive failure 3 
3 
5 
1 


1 
Mild angina 2 
Moderate angina 
Severe angina 


A blind study was not attempted as it would not 
be statistically valid to incorporate a group on conven- 
tional therapy alone; the symptomatic gradient is ex- 
tremely variable, as is well known. The patients in the 
group studies had been on conventional therapy in- 
itially and were chosen because of their failure to 
respond favorably, so that they might be classified in 
terms of responsiveness to pangamic acid, 

The most favorable response was observed in the 
severe angina patients who were receiving 100 mg., 
twice weekly, of the material under study. The over-all 
statistics appeared to indicate a possible low dosage 
level; so after a week, the dosages were increased to 
200 mg. twice weekly intramuscularly and 25 mg. three 
times daily orally on days when the parenteral form of 
the medication was not given (Table II). 


TABLE II.—RESPONSE TO INCREASED 
DOSAGE OF PANGAMIC ACID 


No Partial Marked 
Diagnosis relief relief relief 


Mild congestive failure 
Moderate congestive failure 1 
Severe congestive failure 
Mild angina 

Moderate angina 
Severe angina 


DO 


The severe congestive myocardial failure group 
in Table II was not actually of this classification as the 
patients had improved with previous therapy ; however, 
further improvement with this group on an increased 
dosage schedule of pangamic acid indicated a signifi- 
cantly more favorable response than was noted with 
the lower dosage schedule. 

There were no incidents noted of adverse reac- 
tions, such as sensitivity to the medication. A propor- 
tionately large number of the patients reported an 
increased appetite and better work tolerance while re- 
ceiving pangamic acid. There were no marked changes 
in edema status which could be attributable to vitamin 
B,; in those patients who were in congestive myocar- 
dial failure; however, their breathing was reportedly 
easier and mild exertion was better tolerated. Ballisto- 
cardiograms of the congestive failure group did not 
show appreciable change during the course of this 
medication ; however, the underlying pathologic process 
in this condition is such that it would not serve as a 
criterion for effectiveness of therapy over a short 
period. Improvement in ballistocardigrams was ob- 
served in the angina pectoris group, which would seem 
to corroborate the inference that pangamic acid acts in 
a manner to increase oxygen utilization of the tissues. 

The group of patients with arrhythmias was stud- 
ied separately; these were classified according to the 
presence of premature auricular contractions or prema- 
ture ventricular contractions. There were no note- 
worthy changes in either group in response to pangamic 
acid. This again is a relative conclusion, as the etiologic 
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factors responsible for premature contractions must be 
taken into consideration and therapy specifically de- 
signed to correct the underlying cause. In several pa- 
tients in this group, the arrhythmia was a result of 
drug sensitivity and regulation of the offending drug 
resulted in cessation of the arrhythmia. 


Conclusions 


Evaluation of vitamin B,, in those individuals who 
exhibited either congestive myocardial failure, angina 
pectoris, or premature auricular or ventricular ectopic 
beats was undertaken in this study. It was observed 
that in the groups of patients listed in Table I, who 
were given 100 mg. of the vitamin intramuscularly on 
a twice weekly schedule, the angina pectoris group re- 
ceived the most beneficent clinical results. When this 
dosage schedule was increased to 200 mg. intramuscu- 
larly and 25 mg. three times daily orally on those days 
the patients did not receive the parenteral form of the 
medication, there was a marked improvement in all 
stages of both congestive myocardial failure and angina 
pectoris. The individuals with arrhythmias did not 
show any marked improvement. 

An important factor in the administration of 
pangamic acid (vitamin B,;) appeared to be the dosage 
schedule utilized. The importance of supplying ade- 
quate methyl groups for creatine formation has been 


_ mentioned and the effectiveness of therapy could be 


related to this limiting factor. The observed improve- 
ment in both subjective and objective status of the 
patients under study indicated effectiveness in all stages 
of congestive myocardial failure and angina pectoris. 
This was a relative improvement and suggests use of 
this medication as adjunctive therapy in those disease 
states. There were no adverse effects towards the medi- 
cation noted and the only side effect observed was an 
increase in appetite in several patients. 

The importance of other factors such as the 
transphosphorylating system must be considered in in- 
terpreting the over-all results of this study. Emphasis 
upon independent systems in altering the effect of a 
medication is a problem which should be borne in 
mind ; however, by clinical appraisal, the tabulations do 
show a beneficial effect of pangamic acid on those con- 


ditions under study. 
1987 N.W. Kearney Street 
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CARCINOMA 
of the CERVIX 


during 


PREGNANCY* 


NICHOLAS CHARLES ENI, 
B.S., D.O., M.Se. (Osteo.) 
Philadelphia, Pennsylvania 


A SURVEY OF THE literature indicates that 
carcinoma of the cervix during pregnancy is consid- 
ered by most obstetricians and gynecologists to be ex- 
tremely uncommon. Masterson’ found only 1 case in 
about 4,500 pregnancies, and other investigators have 
reported a similarly low incidence of this complication. 

Carcinoma of the cervix involves several facets of 
controversy. The factors in the disputes revolve chiefly 
about establishing a true diagnosis of the pathologic 
process.?, The primary difficulty in this phase is the 
proper interpretation and evaluation of the smears 
taken from the cervix. Differences of opinion are 
found in papers by Willson,* Band and Blanchet,* 
Ward,® and Newell and Scrivner,® interpreting the 
effects of pregnancy on the growth of the carcinoma. 
Ward, and Newell and Scrivner, believe that the rate 
of growth is increased by pregnancy, whereas Willson 
and Band and Blanchet have found no difference from 
the rate of cervical carcinoma in nonpregnant women. 

Treatment also is one of the points of argument, 
since the condition is so infrequent that no one phy- 
sician has had the opportunity to treat any great num- 
ber of cases. Thus no routine has been established. 
However, with general advances in study and the re- 
search programs set up by the American Cancer So- 
ciety, there have been more cases diagnosed, reported, 
and treated successfully within recent years. 

As a background, a brief review of the histologic 
features might be helpful.7’*%'%1! The microscopic 
structure of the cervix is chiefly that of muscle and 
fibrous connective tissue (Fig. 1). The muscle is ar- 
ranged in a spiral architecture with small bundles of 
circular fibers at the external and internal os. The 
portio vaginalis or ectocervix is covered by stratified 
squamous epithelium over the vaginal portion of the 
cervix. This type of cell is prevalent up to the external 
os of the cervix uteri. At this point there is an area 
frequently referred to as the “target area” which con- 
tains a transitional type epithelial cell and which is lo- 
cated just at the external os and cephalad to the ecto- 
cervical cells (squamocolumnar junction) (Fig. 1). 

*Submitted in partial fulfillment of the requirements for senior mem. 


bership in the American College of Osteopathic Obstetricians and Gyne- 
cologists. 
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The cervical canal is lined by a single layer of columnar 
cells which tend to be square at one end and tapered at 
the opposite end, and which are characterized micro- 
scopically by a very thin layer of fibrous connective 
tissue. Some of these tapered cells are ciliated at the 
squared end. The nuclei of these cells are located near 
the basement membrane. Numerous racemose glands 
which are lined by tall columnar epithelium open into 
the cervical canal. These cells are secretory and their 
product is mucin. 

The basal cell layer lies between the columnar epi- 
thelium and the basement membrane and is composed 
of small polyhedral cells.*%!*"*"* The deeper cells of 
the basal layer are formed of small round cells which 
originate from the deeper portions of the transitional 
zone and are about 40 microns in diameter. 

The superficial layer of basal cells comes from the 
upper portions of the transitional zone. The cytoplasm 
is increased in this cell and is about twice the width of 
the nucleus. The nuclei of both layers have a vesicular 
chromatin and an oval or round shape with a prominent 
nuclear border.® 

The study of carcinoma of the cervix in pregnancy 
reveals many interesting aspects. In addition to Mas- 
terson,’ and Danforth,!* among others, have 
found the incidence to be low. Present-day research, 
however, shows an incidence of carcinoma greater than 
that previously reported.’*"* It now appears that the 
small number of proved cases in the past was due to 
lack of knowledge and also to error in examining tech- 
nic or in diagnosis. Many patients who showed evidence 
of vaginal bleeding during pregnancy were not properly 
studied by direct biopsy of the area, or, in recent years, 
the diagnostic aid of Papanicolaou smears, thus delay- 
ing the diagnosis perhaps for several months. Most 
obstetricians considered it dangerous to use a speculum 
in examining a patient who reported bleeding; they 
treated most cases as they would cases of threatened 
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Fig. 1. Histology of cervix uteri (cut section): (1) Transitional cells 
(target cells), (2) columnar cells, (3) cervical canal, (4) external 
cervical os, (5) cervical glands, (6) squamous cells, (7) muscular 
layer. 
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abortion or placenta praevia. Better understanding and 
interpretation of exfoliative cytology has led to earlier 
diagnosis and thus a greater apparent frequency of 
cases. This aspect of laboratory study has also greatly 
helped obstetricians and gynecologists in the manage- 
ment of suspected cases. The objectives of studies at 
present are to increase knowledge of the disease entity 
and to formulate more accurate statistics than those 
which have been reported in the past. 

There are several factors which affect the diagno- 
sis of this condition. The problem of confusion and 
misinterpretation is manifested in certain physiologic 
changes that occur normally in the pregnant cervix. 
These changes can be noted grossly by digital pelvic 
and speculum examinations and microscopically by di- 
rect biopsy specimens. The bimanual examination will 
reveal a positive Goodell or Hegar sign, with or with- 
out a McDonald sign, while the speculum will reveal 
a positive Chadwick sign.’® These characteristic signs 
will give proof of the increased vascularity and edema 
of the uterine cervix, which are the most significant 
and outstanding changes in the vaginal portion of the 
uterus. It is the fluid content and tension that cause 
these changes, especially as pregnancy advances.**?° 

Polyps are the most common lesions of the cervix 
uteri in pregnancy. They are frequent because of cer- 
vical epithelial hyperplasia which seems to predispose 
to their development. Another of the common lesions 
or changes in the cervix is erosion, which may exist 
prior to pregnancy and may cause bleeding under con- 
ditions of increased vascularity, pressure, proliferative 
and hormonal changes, and changes in the bacterial 
flora of the vagina which occur during pregnancy." 
The frequently found verrucae of the cervix are not all 
venereal in origin and usually disappear without treat- 
ment. 

Epidermization or hyperactive basal cell layer is 
observed in about 20 to 30 per cent of the cases ex- 
amined by cervical biopsy.'”"*?* This phenomenon was 
noted by Pund and Auerbach,?* and Carmichael and 
Jeaffreson,?* whereas Danforth reported that the find- 
ings in this layer during pregnancy were no different 
from those in the nonpregnant cervix.’* He noted other 
types of differentiation, however, notably in the mitotic 
figures, which were increased fivefold; also the active 
nuclei showed an increase in the mid-zone, and meta- 
plasia and inflammatory reactions appeared twice as 
frequently in pregnant women. According to Carmi- 
chael and Jeaffreson, epithelium that is undergoing 
atypical proliferation is probably more apt to become 
malignant, but the incidence of malignant change is 
probably not much affected by reproductive or disease 
processes. Endocervical epithelium can undergo grad- 
ual transformation into squamous eipthelium, losing the 
function of secreting mucin and gaining that of storing 
glycogen. 

As an aid in diagnosing carcinoma of the cervix 
uteri, exfoliative cytology is excellent, for in the cervi- 
cal area, high concentrations of cells can be obtained 
easily and painlessly. An argument in support of the 
cytologic examination is that an early diagnosis can 
be made; and the earlier the diagnosis is made and 
treatment established, the longer is the life expectancy. 
Too often by the time biopsy is used, the suspicious 
lesion has progressed to a stage where available treat- 
ment methods are inadequate for cure, and leave much 
to be desired even for palliation and prolongation of 
life. Galen said some 2,000 years ago that if cancer is 
to be cured, diagnosis must be made early. In 1893, 
Hansemann™ stated that a relationship existed between 
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Fig. 2. Collection of vaginal secretions for preparation of smears. 
Aspiration of secretions from fornix of the vagina, utilizing a curved 
glass pipet, sterile and chemically cleaned, with a rubber hand bulb. 


the morphology of the cancer cell and the growth be- 
havior of the tumor. Papanicolaou" devised his process 
in 1928, and to date many thousands of smears have 
been studied with excellent results. 

Several methods of obtaining cells have been pro- 
posed and used by Papanicolaou and his colleagues. 
Originally, smears were taken by aspiration with a 
curved pipette attached to a compressible rubber bulb, 
and the material aspirated was applied to a glass slide 
for fixation, staining, and study (Fig. 2). In 1943, 
Papanicolaou and Marchetti®* studied aspirations from 
within the uterus and cervical canal and found that the 
percentage of accuracy in diagnosis had increased. 

Early in 1950 it was the belief of Nieburgs and 
Pund* that early cervical cancer could be detected with 
the use of a cotton-tipped applicator. The material to 
be studied was secured by inserting the applicator into” 
the cervical canal % to 34 inches and twirling it several 
times, thus scraping off the cellular elements at this 


Fig. 3. Surface cell biopsy with Ayre spatula. The spatula removes 
surface cells from intact epithelium of the ectocervix. 
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Fig. 4. Preparation and fixation of smears. A. Clean slide coated 
with albumin; material is blown onto slide. B. Specimen spread 


equally on the surface of the slide. C. Screw-capped Coplin jar 
containing fixative—equal parts of 95 per cent alcohol and ether. 


site. Later in 1950, a modification of this technic was 
proposed by Miller,” who used a metal cone to scrape 
the squamocolumnar junction of the cervix. Cinberg*® 
then devised a protein sponge to obtain cells from the 
cervical os. 

More recently Ayre®® has employed a wooden cer- 
vical scraper to collect specimens. This scraper is in- 
troduced into the cervical canal and rotated 360 degrees 
in order to obtain material from the ecto- and endo- 
cervix (Fig. 3). The specimen is spread on a clean 
glass slide which is then placed in a screw-capped Cop- 
lin jar containing equal portions of 95 per cent ethyl 
alcohol and ether for fixation (Fig. 4). In the fixation 
process at least 10 minutes should be allowed in the 
solution before any staining is carried out. Recently 
the Horn scraper,*®° an improvement of the Ayre 
scraper, has been developed to obtain a greater number 
of cells from the cervix; it is pointed at one end and 
therefore capable of reaching further into the endo- 
cervix than the other scrapers (Fig. 5). It must be 
emphasized that extreme gentleness is vitally important 
in the use of these scrapers in order not to violate the 
mucous plug or traumatize the cervix. Fig. 6 shows 
some of the more common instruments used for cervi- 
‘cal biopsies including the Horn spatula. 

Staining of the slides is considered an art and 
considerable training is necessary to obtain the best 
smears. Papanicolaou’s method of staining is an excel- 
lent one and should be used by all technicians, especially 
during their training period. When the technic has been 
mastered, variations may be adapted to suit individual 
needs, such as increasing or decreasing the intensity of 
the nuclear and cytoplasmic stains. 

Diagnostic groups of cells obtained by surface 
biopsy technic (Fig. 3) at the squamocolumnar junc- 
tion can be differentiated into four grades according 
to their morphologic structures. These are: normal, 
Grade 0; inflammatory, Grade I; precancer cell corm- 
plex, Grade II; and cancer, Grade III. One of the con- 
troversies over diagnosis has concerned the efficacy of 
direct biopsy to confirm the diagnosis of precancer cell 
complex or Grade II cells and cancer or Grade III cells. 
There are many investigators who have claimed that a 
biopsy should be done only at the site of the suspicious 


Fig. 5. Use of new Horn pointed cervical scraper. 
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Fig. 6. Instruments useful for collection of cells and secretions for 
cytologic study: (A) Hand rubber bulb with curved glass pipet, 
(B) hand rubber bulb with laryngeal type metal cannula, (C) Ayre 
cervical scraper, metal or wood, (D) cervical scraper cut from 
wooden tongue blade, (E) Horn pointed cervical scraper. 


lesion. Others insist on a four-quadrant biopsy,** and 
most recently the utilization of a ring or cone biopsy** 
has been advocated. 

The instruments most commonly used to obtain 
biopsies are the cold surgical knife, broad electrosurgi- 
cal loop, cervical biopsy punch, sharp scalpel, scissors, 
and cervical cone scrapers. An aid in selecting the 
area of biopsy is the Schiller test (described and illus- 
trated in the Ciba collection of medical illustrations*' ). 
This consists of an application of aqueous iodine solu- 
tion (tincture of iodine—1 part; potassium iodide—2 
parts ; and water—300 parts) to the cervix. Cells con- 
taining a normal amount of glycogen will stain a dark 
mahogany brown by obsorption of iodine. These are 
iodophilic cells. Abnormal cells or cells with minimal 
or no glycogen will remain unstained or appear pale 
yellow. These are iodophobic cells. Unstained cells do 


Fig. 7. Technic for aspiration biopsy of cervical lesions with glass 
pipet or laryngeal cannula. Numbers |, 2, and 3 indicate the im- 
portance of aspiration in more than one site. 
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not necessarily denote carcinoma but connote an abnor- 
mality and thus indicate the areas for direct biopsy. 

A very important fact to emphasize at this time 
is that biopsy of the cervix of a pregnant woman is 
not contraindicated ; however, it must be carried out 
with gicat care so that no injury to the endocervix will 
result which might cause stricture or scarification that 
could alter the elasticity of the cervix during labor. 

Careful and skillful technics should be utilized in 


‘ biopsy of the pregnant cervix because the edema and 


increased vascularity of pregnancy may cause annoy- 
ing bleeding if not controlled by tampon and coagulants. 

As stated by E. S. Waugh, of the Women’s Medi- 
cal College of Philadelphia,’*** the study of cervical 
smears may be quite revealing, although nothing can 
replace positive diagnosis made by direct biopsy. She 
advocates that all patients with a suspicious or positive 
cytologic examination should be restudied by biopsy.” 
An early diagnosis means early treatment and _ best 
results for the patient. 

It has been found that positive smears may per- 
sist even several months postpartum. In these patients 
repeated studies should be made at frequent intervals 
after the cytologic changes induced by pregnancy, no- 
tably edema, increased vascularity, and hormonal in- 
fluence, have subsided. These changes, as mentioned 
previously, have resulted in a considerable number of 
false-positive smears. Thus the aid of a good cytologist 
and pathologist is always desirable. 

In about 90 per cent of all cases diagnosed to date, 
it was noted that bleeding was the first symptom.**** 
The bleeding usually started with spotting noted di- 
rectly following defecation, micturition, or immediately 
after coitus. Soon after this, there was sometimes noted 
a purulent or putrid, sanguineous, leukorrheal discharge 
preceded by a brief episode of bleeding.** An offensive 
odor was invariably noted which is characteristic of 
necrosis of tissue and infection by saprophytic organ- 
isms. Patients with these symptoms should be evalu- 
ated immediately by vaginal examination, and a differ- 


_ ential diagnosis of the possible causes must be taken 


into consideration. 

In pregnancy, when bleeding occurs one must rule 
out the possibility of placenta praevia, placentation of 
Evans, erosion or polyp complicating pregnancy, threat- 
ened abortion, inevitable or incomplete abortion, 


- chancre, syphilis, tuberculosis, and carcinoma.’® A di- 


rect cervical biopsy is indicated when chancre, syphilis, 
tuberculosis, or carcinoma is suspected. The obstetri- 
cian, pathologist, and cytologist must combine their 
efforts to arrive at an accurate and conclusive diagnosis. 

Careful examination of the cervix with the aid of 
a speculum may reveal the existence of a suspicious 
lesion which, when studied cytologically or by direct 
biopsy, may lead to an early diagnosis of carcinoma. 
In the early cases, one may find on the portio vaginalis 
an excavating ulcer, irregular in shape, which may in- 
volve the entire external os or just one lip. It may 
present a boss raised from the surrounding surfaces, 
indurated, and extremely friable to the touch. In cases 
which are undiagnosed or ignored indefinitely, the lesion 
will probably have extended beyond the cervix and 
into the vaginal fornices. Areas of slough are noted 
when the growth is extensive and there may be a 
polypoid mass present. 

Carcinoma of the cervix during pregnancy behaves 
in a manner similar to that of the same type of tumor 
in the nonpregnant uterus. Histologically, 95 per cent 
of the cases reported are of the squamous type and 5 
per cent are adenocarcinoma. 
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A very common effect of carcinoma of the cervix 
during pregnancy is spontaneous abortion. The chief 
cause of this complication is ascending infection due 
to infestation of necrotic tissues by saprophytic organ- 
isms. This infection spreads up the uterocervical canal 
and may cause death of the fertilized ovum either be- 
fore or after placentation occurs. Death occurs in the 
more mature fetus because of the restriction of the 
uterine growth by the neoplasm. 

Hemorrhage, which is a common finding, will set 
up a focus of infection and necrosis, thus inhibiting 
fetal growth by a crowding mechanism. Neoplasm in 
the uterus will alter its normal physiology and thus 
may precipitate an abortion or cause intrauterine fetal 
death. 

One of the important complications of labor is 
the obstructing mechanism of cervical rigidity due to 
scar formation rather than the size of the mass. The 
cervix may only be partially involved, thus the fetus 
can by-pass the area by dilatation of the uninvolved 
portions of the cervix. Cervical stenosis of this type 
may contribute to a primary or secondary uterine in- 
ertia, and thus prolong labor indefinitely or may resolve 
in a missed labor. Another frequent finding is a pre- 
matvre rupture of the membranes.'*** 

Placenta praevia has been found more freq:ently 
in cases complicated by carcinoma of the cervix because 
of the increased vascularity of the uterine wall adja- 
cent to or in close apposition to the tumor.**** Another 
frequent complication during labor is uterine rupture. 
This pathologic condition occurs in cases where the 
hard continuous contractions of the uterine muscula- 
ture have not been able to overcome the cervical re- 
sistance within a reasonable time.*® 

Where spontaneous delivery has taken place, the 
diseased cervix may be extensively damaged. The pre- 
senting part may cause deep lacerations to the cervix 
with extension to the parametrium, followed by severe 
and not easily controlled hemorrhage.** Hemostasis by 
suturing is difficult because of the extreme friability 
of the tissues. These patients are susceptible to puer- 
peral sepsis, thrombosis, and embolism. Especially in 
cases with carcinomatous spread, lacerations will most 
assuredly lead to postpartum infection.’*** We know 
that puerperal sepsis alone is a menace to any obstetri- 
cal department but when precipitated by the carcinoma- 
tous invasion of the cervix uteri, if presents an even 
greater hazard. The trauma of parturition forces viable 
cells into the vascular system of the patient and causes 
the process to spread throughout the body. This is 
frequently referred to as the mechanical concept of car- 
cinomatous spread. 

Early diagnosis of carcinoma of the cervix during 
pregnancy is aided by a comprehensive history and a 
thorough physical examination. Malignant changes 
must be suspected in any pregnant woman with a his- 
tory of bleeding, whether slight or severe. Frequently 
in conjunction with the bleeding, the patient may com- 
plain of an unusual amount of purulent or putrid 
sanguineous leukorrheal discharge which irritates the 
external genitalia and causes a great deal of discom- 
fort.** 

A careful bimanual examination is extremely im- 
portant in evaluating the condition of the cervix. Cer- 
tain areas may be indurated or nodular, in direct con- 
trast to the extremely soft and pliable normal cervix. 
If the cervix is entirely invaded it will be completely 
rigid; with incomplete invasion an irregular granular 
mass may be palpated. The latter finding is not unusual 
in cases with extension of the carcinomatous process. 
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As an aid in diagnosing 
concinetan of the cervix, exfoliative 
cytology is excellent, for high 
concentrations of cells can 
be obtained easily and painlessly 


from the cervical area 


Careful examination with the speculum, under adequate 
lighting, should follow. Questionable areas can_ be 
further examined with a hand lens or special vaginal 
lens. 

The colposcope is also helpful in recording and 
examining these lesions of the cervix. This instrument 
is not readily available in most institutions, however, 
because of lack of trained personnel to operate it and 
also because of its high cost. For a conclusive diagnosis, 
standard technics must be utilized and a definite routine 
followed. 

Smears of the cervix may be taken for cytologic 
study after fixation and staining by the Papanicolaou 
method. Material for the smears may be collected by 
several accepted procedures. Figure 7 illustrates the 
importance of aspiration in more than one site when 
a glass pipette or laryngeal cannula is used. 

The Schiller test may aid in the location and extent 
of the lesion on the cervix, thus indicating the site for 
direct biopsy. Tissues should be properly labeled and 
dated before being sent to a laboratory for paraffin 
study by a pathologist. 

Biopsy is not contraindicated during pregnancy 
but should be carried out with the utmost care. Bleed- 
ing at the site is common and is usually controlled by 
tampon or pressure. Some physicians advocate the use 
of cherry-red live cautery for coagulation of the bi- 
opsied area. In my opinion this is a drastic and danger- 
ous procedure, and I would recommend its use only 
when the bleeding is so profuse that conservative meas- 
ures, such as adrenalin packs, topical thrombin, or 
products such as Oxycel and Gelfoam, cannot control 
the bleeding. 

It might be wise to mention that even with the 
most cautious and skillfully conducted examination, 
some degree of bleeding usually results even before the 
actual biopsy is taken.*? 

I cannot stress too much the importance of careful 
bimanual and speculum examinations not only on the 
first prenatal visit but on at least two others during preg- 
nancy.”**°> Jf the patient shows any of the criteria 
discussed above, more frequent examinations are indi- 
cated. Whenever cervical erosion is present at the post- 
natal visit, biopsy should be carefully taken before the 
lesion is treated. It should not be necessary in this 
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modern day and age to mention the fact that periodic 
health examinations are strongly recommended. 

In view of the work done by Epperson and oth- 
ers? with reference to the changes which occur in the 
normal cervix during pregnancy, treatment should be 
carried out only in unequivocal cases of invasive carci- 
noma. As mentioned earlier, it is a difficult task to es- 
tablish a diagnosis of cervical carcinoma in the early 
stages because cellular changes in the normal cervix in 
pregnancy may mimic carcinoma in situ.** All cases” 
not treated but in the category of suspicion should be 
carefully observed and re-examined by means of biopsy 
within 1 month to 6 weeks postpartum. If the cases 
are still in doubt, further examinations at 1 month inter- 
vals should be made. Some cases may remain under 
observation for as long as 6 months postpartum before 
the cervix resumes its normal architecture. 

In cases where a diagnosis of invasive carcinoma 
is established before the fetus is viable, a complete 
course of deep x-ray therapy should be given, followed 
by radium application."** Usuaily a spontaneous abor- 
tion will occur within 4 or 5 weeks after the adminis- 
tration of a tumor dose of 3,000 roentgens.''*? If abor- 
tion does not occur, radical hysterectomy should follow 
the radiation and a further course of x-ray therapy be 
given. 

In cases where the fetus has reached viability,* 
surgical delivery should be effected by cesarean section, 
followed by prompt institution of x-ray therapy and 
the application of radium. 

Many clinicians have advocated surgical interven- 
tion in cases of carcinoma of the cervix directly after 
cesarean hysterectomy***’ or Porro’s operation, but re- 
cently the use of x-ray and radium therapy has been 
more successful.' 


Summary 


Recent reports on the incidence of carcinoma of 
the cervix during pregnancy indicate that the rate is 
significantly higher than that found by earlier investi- 
gators. Modern facilities and technics, particularly in 
relation to exfoliative cytology, have made it possible 
to establish earlier and more accurate diagnoses. 

The normal changes in cervical tissue during preg- 
nancy make it difficult to interpret cells obtained for 
study; however, improved cytologic technics and in- 
creased numbers of trained personnel have led to a high 
percentage of correct interpretations. Among the in- 
struments devised in the past 20 years for obtaining 
cervical tissue cells, the spatula developed by Ayre and 
modified by Horn is considered the most useful. This 
instrument collects cells by surface biopsy. 

When cell studies indicate the presence of cancer, 
direct biopsy and paraffin block sections aid in estab- 
lishing a conclusive diagnosis. The importance of early 
diagnosis and prompt treatment is stressed. The Schiller 
iodine test is of value in the selection of the site for 
direct biopsy. The ring or cone technic for obtaining 
the specimen is advocated by some investigators. 

Symptoms of carcinoma of the cervix are chiefly 
bleeding and abnormal discharge. Since the bleeding 
may be confused with other complications of pregnan- 
cy, differential diagnosis by means of biopsy examina- 
tion is extremely important. The complications result- 
ing from the carcinoma may include spontaneous 
abortion caused by acute hemorrhage, ascending sapro- 
phytic infection, or mechanical crowding by the neo- 
plasm. During labor, obstruction and possibly uterine 
rupture may result from cervical stenosis. Primary or 
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secondary uterine inertia or a missed abortion may be 
encountered, and premature rupture of the membranes 
is common. Spontaneous delivery may be followed by 
hemorrhage, sepsis, thrombosis, and embolism. Puer- 
peral sepsis, always a menace, presents an even greater 
hazard when it is associated with carcinomatous inva- 
sion of the cervix. 

History and complete physical examination are im- 
perative for an early diagnosis. It is a mistake to 
assume that vaginal examinations, including use of the 
speculum, are dangerous during pregnancy. ‘Patients 
should be examined at the first visit and periodically 
thereafter. If suspicious lesions are noted, diagnostic 
tests should be carried out immediately. Treatment is 
administered in all cases that unequivocally show inva- 
sive carcinoma. Before the fetus is viable, the treatment 
consists of a course of deep x-ray therapy followed by 
radium application; if spontaneous abortion does not 
result, radical hysterectomy is performed and is fol- 
lowed by a second course of radiation therapy. When 
the fetus is viable, delivery is carried out by cesarean 


section, and radiation therapy is then instituted. 
1100 N. 66th Street 
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When only a few automobiles are driven on coun- 
try roads, there is no public health problem, but when 
thousands of cars are operated in a small area with a 
limited supply of fresh air, automobile exhaust may con- 
stitute a potential hazard to the health of the community. 
This will be true even in the absence of irritated eyes 
and reduced visibility, so characteristic of photochemical 
smog. 

The solution of two imperative questions lies in the 
future: How much exhaust can be tolerated in how 
much air? When does this potential hazard become an 
actual one?—John R. Goldsmith, M.D., M.P.H., and 
Lewis H. Rogers, Ph.D., Public Health Reports, June 
1955. 
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CASE REPORT 


Long-term management 
of the Kimmelstiel-Wilson 


syndrome* 


CHARLES S. McMURRY, JR., D.O., 
LAWRENCE A. DOBSON, D.O., 
and RICHARD C, STAAB, D.O. 


Kansas City, Missouri 


Maw DIABETIC patients are observed to 


present the clinical picture of albuminuria, edema, hy- 
pertension, renal insufficiency, and retinopathy. In the 
past such persons have been regarded as diabetic pa- 
tients suffering from an independent chronic vascular 
glomerulosclerosis or diffuse arteriolar disease with hy- 
pertension. 

In recent years it has become apparent that many 
such patients were suffering from a specific complica- 
tion of diabetes differing in many respects from the 
common forms of renal and vascular disease observed 
among nondiabetic persons. 

In 1936 Kimmelstiel and Wilson’ described lesions 
of the glomeruli of diabetic patients who during life 
had presented some or all of the above-mentioned symp- 
toms. These lesions were designated as “intercapillary 
glomerulosclerosis.” 

The clinical manifestations of intercapillary glo- 
merulosclerosis are proteinuria, edema, hypertension, 
diabetic retinopathy, and doubly refractile fat globules 
in the urine. Anemia is common and hypoproteinemia 
less common ; azotemia appears late. Intercapillary glo- 
merulosclerosis is always accompanied by retinopathy, 
but retinopathy does not necessarily indicate the pres- 
ence of intercapillary glomerulosclerosis. 

The diagnosis of Kimmelstiel-Wilson’s disease de- 
pends upon the presence of: (1) hypertension, (2) 
edema, (3) proteinuria, (4) hypoproteinemia, (5) 
chronic heart failure, and (6) microaneurysms of the 
optic fundi. 


Case report 


A white man, aged 52, was first seen on November 
7, 1956, because of congestive heart failure, massive 
pretibial edema, albuminuria, increasingly severe hyper- 
tension, azotemia, and uncontrolled diabetes mellitus. 
Past History.—The patient had had diabetes mel- 
*From the Department of Internal Medicine, Hospitals of the Kan- 
sas City College of Osteopathy and Surgery. Drs. McMurry, Dobson, 
and Staab are residents in the Hospitals of the Kansas City College of 
Osteopathy and Surgery, Department of Internal Medicine. The case 
was first presented December 9, 1958, at the staff meeting of the Hospi- 
tals of K.C.C.O.S. 
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litus since 1940. There was a strong familial tendency 
toward the disease: The patient’s father had died in a 
diabetic coma prior to the discovery of insulin; a dia- 


‘betic brother had died of a myocardial infarction 5 


years previously ; and a younger sister was also a dia- 
betic. The patient had suffered a myocardial infarction 
in 1954. He gave a history of chronic alcoholism for 
25 years but complete abstinence since the myocardial 
infarction. There was no history of rheumatic fever, 
glomerulonephritis, or chronic renal disease. 

His insulin requirements had gradually increased 
over the past 3 years. He had first been told 2 years 
previously that he had albumin in the urine. Pretibial 
edema, dyspnea, and orthopnea had become much worse 
in the previous year. 

At the time he was seen by us he was taking 110 
units of Lente insulin daily, Digotoxin, 0.2 mg. daily, 
Reserpine, 0.25 mg. three times daily, and one or two 
mercurial injections weekly. 

Physical examination.—The patient was an obese 
dyspneic and orthopneic middle-aged male, whose 
weight was 196 pounds. He complained of dizzy spells, 
and had a sitting blood pressure of 240/100 mm. Hg. 

Examination of the optic fundi revealed an abun- 
dance of capillary microaneurysms, an exaggerated 
light reflex, arteriovenous compression, extreme ar- 
teriolar narrowing with marked tortuosity, diffuse and 
scattered cotton-wool exudates, and evidence of multi- 
ple fresh hemorrhages. 

The left border of cardiac dullness extended well 
beyond the midaxillary line. The point of maximal im- 
pulse was diffuse. Fine bubbling rales were heard bi- 
laterally in the lower lung fields. The liver was tender 
to percussion and markedly enlarged, with the margin 
extending well beyond the umbilicus. A plus 4 pitting 
edema of the lower extremities was noted with a plus 2 
presacral edema. 

Laboratory studies——The Kahn test was negative. 
A 24-hour urine specimen revealed plus 3 for albumin, 
plus 1 for sugar, 10 to 15 leukocytes per high-power 
field, numerous lipoid casts, a specific gravity of 1.008, 
and a total 24-hour volume of 3,200 cc. Blood glucose 
determinations throughout the patient’s hospital stay 
ranged from 67 to 250 mg. per 100 cc. The blood 
acetone was negative. There were 5,000,000 erythro- 
cytes and 14,000 leukocytes per cu. mm.; the hemo- 
globin was 14 grams per 100 cc. Cephalin flocculation 
was plus 2 in 48 hours; total protein was 7 grams per 
100 ce. ; albumin was 3 grams per 100 cc. ; and globulin 
was 4 grams per 100 cc. The blood urea nitrogen was 
60 mg. per 100 cc., and cholesterol was 368 mg. per 
100 ce. 

Roentgenogram and electrocardiogram.—An x-ray 
of the chest (Fig. 1) revealed marked cardiac enlarge- 
ment and bilateral passive congestion. The ECG was 
reported as showing marked left ventricular hypertro- 
phy with left axis deviation, frequent premature ven- 
tricular contractions, and evidence of changes consist- 
ent with an old anterior wall myocardial infarction. 
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Diagnosis.—Because of diabetes mellitus with hy- 
pertension, albuminuria with lipoid casts, azotemia 
without renal infection, and congestive heart failure, a 
diagnosis of intracapillary glomerulosclerosis was made. 

Clinical course.—After adequate digitalization and 
control of the edema with diuretics, a 21-pound weight 
loss was experienced. The patient was then placed on 
a 1,375-calorie, low-salt diet for weight reduction, and 
instructed to drink at least 2,500 cc. of water daily. For 
control of the hypertension Serpasil with Apresoline 
no. 1 was given, one tablet four times daily. Digitoxin, 
0.2 mg. daily, was prescribed and insulin dosage was 
reduced to 80 units of Lente insulin daily. The patient 
was then seen weekly on an outpatient basis. He did 
poorly on this regimen, having frequent insulin reac- 
tions, continuing uncontrolled hypertension, and a con- 
stant plus 3 albuminuria. 

On April 21, 1957, the patient was readmitted. At 
that time he had lost the use of his right arm, had a 
plus 4 pretibial edema, syncope, atrial fibrillation, dysp- 
nea, and orthopnea. The blood pressure on admission 
was 240/120 mm. Hg. Repeated blood sugar deter- 
minations during this hospital stay were in the hypo- 
glycemic range. The blood urea nitrogen at this time 
was 25 mg. per 100 cc. Albuminuria was plus 2, and 
urinary specific gravity was 1.006; there were 4,200,000 
erythrocytes per cu. mm., and hemoglobin was 14 
grams. 

After adequate administration of digitalis and 
quinidine, a sinus rhythm was restored and the patient 
experienced a significant weight loss. A more potent 
antihypertensive regimen was then instituted. He was 
dismissed from the hospital on the following therapeu- 
tic regimen 

1. Ansolysen, 50 mg. four times daily 

2. Serpasil, 0.25 mg. four times daily 

3. Quinidine sulfate, 6 grains four times daily 

4. Rolicton (an oral diuretic), twice daily 

5. Purodigin, 0.2 mg. once daily 

6. A 1,375-calorie, low-salt, high- — diet with 
2,500 cc. of fluid daily 
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7. Lente insulin, again reduced to 70 units daily. 

The patient did well on this regimen. The edema 
was under good control, and he gradually regained full 
use of his right arm. The blood urea nitrogen fell to 
15 mg. per 100 cc., the blood pressure averaged 200/100 
mm. Hg, and the serum albumin rose to 4.2 grams per 
100 cc. An early morning fasting blood sugar deter- 
mination, however, continued to show results below 90 
mg. per 100 cc. Because of continuing insulin reac- 
tions, the dosage was gradually reduced to 40 units of 
Lente insulin daily. 

The patient was readmitted in July 1957 as a result 
of Ansolysen overdosage which produced obstructive 
symptoms ; these responded well to enemas and Prostig- 
min. On December 14, 1957, the patient was seen as an 
outpatient for a complaint ‘of. severe epigastric pain, 
occurring especially at night. The Serpasil was reduced 
to 0.25 mg. once daily and Maalox was given as needed. 

On February 2, 1958, the patient was again ad- 
mitted to Osteopathic Hospital with severe epigastric 
pain, abdominal distention, guarding of the upper ab- 
domen, atrial fibrillation, nausea and vomiting, and a 
history of no bowel movements for 24 hours. A roent- 
genogram (Fig. 2) revealed a small bowel adynamic 
ileus. There were 18,000 leukocytes per cu. mm., with 
a left shift. The patient responded slowly to nasogas- 
tric intubation and decompression, fluid and electrolyte 
replacement, and antibiotics. 

An upper gastrointestinal series taken after the 
acute episode was nonrevealing. After a 14-day hospi- 
tal stay, the patient’s antihypertensive regimen was 
changed to chlorothiazid (Diuril), 0.5 gram _ twice 
daily. Also prescribed at this time was a 1,700-calorie, 
low-salt ulcer diet, with ground beef supplement ; tinc- 
ture of belladonna, 20 drops four times daily ; Maalox, 
every 2 hours throughout the day; Purodigin, 0.2 mg. 
daily ; and 40 units of Lente insulin daily. 

The patient has done extremely well on this regi- 
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men, having no edema and control of the hypertension 
being good. The albuminuria continues unabated, and 
the average blood pressure readings have been 180/90 
mm. Hg. Reinstitution of Serpasil on one occasion 
brought on epigastric burning and it was discontinued. 
For approximately 1 year since the institution of 
chlorothiazid, the patient’s hypertension and edema 
have been controlled with this medication alone. 

On January 6, 1959, the patient awakened from 
sleep in a state of mental confusion and having loss of 
the use of his right arm. He was again admitted to 
Osteopathic Hospital. Results of a lumbar puncture 
were negative and the patient exhibited no nuchal rigid- 
ity. The mental confusion cleared rapidly and again the 
patient regained the use of his arm. He was then dis- 
missed on the same regimen with Singoserp being add- 
ed in the amount of 1 mg. twice daily. 


Discussion 


The work of Rifkin, Leiter, and Berkman® indi- 
cates that no specific treatment is available for diabetic 
glomerulosclerosis today, and only symptomatic and 
supportive care can be rendered. 

Perhaps the definitive therapy of this condition 
rests in more exacting general care and meticulous con- 
trol of hyperglycemia, thus preventing or postponing 
the onset of vascular disease. Root, Sinden, and Zanca‘ 
believe that a high level of control probably delays and 
may possibly prevent the degenerative vascular changes 
of diabetes mellitus. A minority of investigators®* do 
not agree with this view, maintaining that the renal le- 
sion is related only to the duration of the disease. 

At any rate, agreement is general that the cause is 
an unknown biochemical change that occurs as part of 
the metabolic abnormality of the diabetic state. 

It is believed that retinopathy is present in prac- 
tically all cases of intracapillary glomerulosclerosis. The 
cause of retinopathy has not been elucidated. Various 
studies indicate a definite relationship to retinopathy 
and the degree of control of the diabetes over the years ; 
the longer the duration of diabetes, the greater the 
degree of retinopathy. Apparently even in mild dia- 
betes when the disease seems easily controlled, retinop- 
athy has developed. The changes of diabetic retinopathy 
are often found as part of the triad of retinopathy, 
neuropathy, and nephropathy.” 

It is believed by some that the hyaline exudates 
and retinopathy of intracapillary glomerulosclerosis are 
the same, and that the vascular diseases are the same. 
It has been concluded that the same pathologic proc- 
esses have occurred in two separate locations. 

Intracapillary glomerulosclerosis develops micro- 
scopically in somewhat more than 50 per cent of dia- 
betics, the figure varying with different authors. Ap- 
proximately 15 per cent of these would show the 
clinical Kimmelstiel-Wilson syndrome. The lesion itself 
is a nodular collection of hyaline material in the central 
portion of the glomerular tuft, probably mucopolysac- 
charide in character. It is believed to be deposited in 
the intracapillary spaces by the blood.® 

There are several other theories as to its develop- 
ment, including fat embolization, and the splitting of 
the basement membrane, the latter having been noted 
since the development of electron microscopy. Some 
believe that the associated hypertension may be a factor 
in the pathogenesis of the condition. It has been noted 
by some that a similar glomerular lesion can be pro- 
duced in the experimental animal by the administration 
of steroids. It is interesting to note that adrenal cortical 
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hyperplasia is often present in poorly controlled dia- 
betics.* 

Heart failure is a common early sign of diabetic 
glomerulosclerosis ; its occurrence in a diabetic whose 
disease is of long duration should alert one to the pos- 
sibility of the presence of this condition.’ 

There have been sporadic reports that patients 
demonstrating this syndrome become increasingly sensi- 
tive to insulin and demonstrate marked reduction of 
insulin requirements.® Our patient has shown a sus- 
tained drop and is under good control at the time of 
this writing. 


Summary 


A case history demonstrating the rather typical 
findings of the Kimmelstiel-Wilson syndrome has been 
presented. An outline of symptomatic and supportive 
treatment in this case has been given. It is felt that the 
vigorous therapeutic regimen pursued has prolonged 
this patient’s life expectancy and that watchful manage- 
ment has prevented several major clinical disasters to 


which he might have succumbed. 
Osteopathic Hospital of Kansas City 
926 E. 11th St. 
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Patient services in 
chronic diseases 


® The health and medical care resources and 
facilities generally available in our country were 
developed in response to the demands of acute 
illness. It is now inevitable and desirable that 
these same resources be directed toward the de- 
mands of chronic illness. . . . 

By definition the duration of chronic illness is 
measured not in days but in weeks, months, and 
years. Again in distinct contrast to acute illness, 
chronic disease usually does not have a_ sharp 
end point with complete recovery; more often 
disability and handicap remain for life. 

The problems that face the individual, his fam- 
ily, and society in the care of the chronically ill 
are due to insidious onset, long duration, and dis- 
ability. Martin Cherkasky, M.D., Public Health 
Reports, November 1958. 
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Patients: Physicians: Illness 


Last month THE JouRNAL looked at the profes- 
sions of medicine and of osteopathy from the viewpoint 
that as complete healing-art agencies they are on the 
eve of decisive transformation. The viewpoint was 
primarily economic. The members of the two profes- 
sions were depicted as fulfilling their purpose in life 
by working at the ordinary business of making a living, 
but at a period when their “business” is being con- 
verted from one that has long been private to one that 
is a matter of widespread social concern. THE JOURNAL 
noted that the economic foundations of medical practice 
were being shaken and that a new kind of structure 
is arising in place of the old fee-for-service. 

This month’s emphasis is on another kind of trans- 
formation, from a medicine oriented economically to 
one oriented socially. The discussion will center in the 
human side of medicine, focusing on a recently pub- 
lished sourcebook* that deals with student physicians as 

*Patients, Physicians & Illness. Sourcebook in Behavioral Science 
and Medicine. Edited by E. Gartly Jaco, Associate professor of medical 


sociology, University of Texas Medical Branch. Cloth. Pp. 600. Price 
$7.50. The Free Press, 119 West Lake Street, Chicago 1, 1958. 
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doctors in the making, with the doctor himself, and 
with his patient who has an illness. The physician is 
portrayed between the patient as a personal entity and 
the disease as a social entity. The setting is one held 
in common—hospital, clinic, and office. In this book 
the average doctor will find himself in a strange field, 
that of behavioral science—so strange indeed that the 
volume’s editor has wisely provided a glossary of terms 
used in describing the field. 

The book sets the classic discipline of medicine 
alongside the disciplines of the behavioral sciences— 
sociology, cultural anthropology, and social psychology, 
each interacting reciprocally with medicine and each 
with an impact on the others. The wealth of new 
knowledge in the volume—new to the physician but also 


‘new in itself—is evidenced by the list of sixty-three 


contributors, of whom ten are physicians. Each con- 
tributor is an authority in a specific field, so that the 
list includes sociologists, anthropologists, social psy- 
chologists, economists, historians, and several kinds of 
physicians—general practitioner, internist, psychiatrist, 
medical educator. Each contribution is of the sort that 
will expand for the reader the horizons of medicine. 
As a reorienting guide, the sourcebook constitutes an- 
other approach to comprehensive medicine and is pri- 
ma-facie evidence of the crossing of lines of change. 
The day is past when the professions of medicine and 
of osteopathy can travel alone on their respective roads, 
nor can the related sciences—theirs is a common high- 
way which they must travel together. 

As is true of many symposiums, the articles in 
this book are uneven in quality and too thinly spread, 
extending over a total of 600 pages. As a sourcebook 
proper it lacks much in concrete and specific detail ; too 
often material that should appear as highly relevant 
seems to be treated as irrelevant detail. - 

Osteopathic educators who read the book will 
naturally turn first to a chapter entitled, The Osteo- 
pathic Student: A Study in Dilemma. They are likely 
to be disappointed. It is not that osteopathic students 
do not face a dilemma, but rather that the dilemma has 
not been clearly recognized or defined. Professor New, 
the author of this section, shows little acquaintance 
with the ambiguities and paradoxes of the medical situ- 
ation today, of which osteopathic ambiguities (for they 
are more this than dilemmas) are simply a special 
brand. Criticism of the article, however, should be 
tempered by the fact that it is incomplete and out of 
context, being part of a doctoral dissertation now in 
progress (The Osteopathic Student: A Study in Role 
Conflict; University of Missouri). 

Who will be interested in the subject matter of 
this sourcebook, aside from medical and osteopathic 
educators? Why does THE JoURNAL point to it edi- 
torially, giving it significance beyond its interest and 
worth as a useful volume? 

Occasional physicians who want to keep abreast 
of the revolution now occurring in the age-old disci- 
pline of medicine will find here material not to be 
found elsewhere under one cover. And it all points 
in one direction—toward the “great medicine” envis- 
aged by the late Alan Gregg, but not yet in the eve of 
its beginning. 

In a sense, the osteopathic profession should con- 
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sider itself in the vanguard of the new movement. For 
the theme is a familiar-sounding one—the “whole 
man.” The concept of psychosomatic illness led to in- 
vestigations of the whole area of social stress; the 
patient began to be studied again in his totality. (Even 
though the psychosomatic approach, intended to cut 
through all medicine, has been corrupted in the attempt 
to make it another specialty.) And this is in line with 
a basic tenet of osteopathic philosophy which holds 
that—as recently stated by Dr. Northup—‘‘Any study 
of heaith and disease must be based on a total concept 
of the integration of man with his internal and external 
environment.” The osteopathic profession has tradi- 
tionally been oriented toward the “whole man” concept, 
and dedicated to cooperation with all social groups con- 


cerned with maintaining the health of the people and’ 


mitigating environmental circumstances that tend to 
produce illness. But the profession is not likely to fall 
into the error of overemphasizing social stresses, for 


Within 4S4 WILLARD is dead. And 
he died as men should, not 

a of disease (certified patho- 
tradition logic facts are incidental) 


but as one who had reached 

the summit of the years 
and was willing—one suspects almost but not quite 
willing—to lay his burden down. 

The very, very many who knew him, the many 
who respected and loved him, and his contemporaries, 
do not need the biographic sketch of Dr. Willard that 
heads the current Forum's list of deaths. Naturally 
they will refresh their minds about a life dedicated and 
devoted to the profession in which he was active to the 
day of his death. But those who knew him well know 
that no biographical sketch could contain him. Asa 
Willard was a rara avis—he would have been content 
with its Englished slang designation and nothing more. 

This comment on Dr. Willard is not for those who 
knew and loved him. His profession had paid him a 
wealth of tribute, beginning before his election as its 
1925 A.O.A. President until no tributes were left in its 
treasury. And his friends outside the profession were 
numbered beyond counting. But he would not have us 
forget his Indian friends. As a young osteopath, Mary- 
land-born Asa Willard left for the West and Montana 
at age 23. What a revelation of the humanness of the 
man that he was deeply appreciated by the American 
Indians—a people who had been made strangers in their 
own land—beloved to the point of being declared an 
adopted son (the Selish Indian Tribe). 

Dr. Willard and osteopathic history cannot be 
separated. They should not be, for each gives meaning 


726 


its philsolophy holds that man is as much mechanical 
as he is spiritual. If his environment has deleterious 
effects on him, so too may his internal derangements 
in time have deleterious effects on his environment. 

Now that the human being is the object of scien- 
tific study that transcends organic aspects, disciplines 
other than the biologic sciences are necessary for mea- 
surable and predictable results. The introduction of 
the behavioral sciences to medical science is the begin- 
ning of structural organization of the heretofore 
amorphous human element in the healing arts. Those 
who would understand the human situation as related 
to one of its sectors, in this new age just upon us, can 
hope to do so only if they possess adequate information. 
More such information will be found just now under 
this single cover than in any other one book. It is a 
book for doctors who have emancipated themselves 
from their self-centeredness—and what a_ paradox, 
that a physician should be self-centered ! 


COMME 


to the other within a human situation. THE JoURNAL’s 
own interest in this life is much more than merely to 
pay another tribute. It would bring to this generation 
of osteopathic student-physicians and its physicians of 
the last 10 years an understanding of Asa Willard’s 
professional lifetime as a prototype of their profes- 
sion’s founders. 

He who would understand the osteopathic move- 
ment today must understand its yesterday through 
today’s perspective. There can be no knowledge of 
osteopathic history without knowledge of Dr. Andrew 
Taylor Still, and of the men who as his students in 
1894 (date of the first graduating class) began a 
profession. Dr. Still was a charismatic figure. This 
THE JouRNAL has pointed out previously. There is no 
higher tribute to be paid any man than this. This theo- 
logical term sociologically interpreted categorizes the 
possessor as endowed with special grace—a grace of 
gifts by which he inspires a following. This was true 
of Still. 

Of these followers, the founding fathers of oste- 
opathy fell into two groups and to one of these Dr. 
Willard belonged to the day of his death. He was 
among those. for whom Dr. Still had a message. 
Through it the “Old Doctor” transmitted a gift of heal- 
ing to be transmitted in turn by those who received it 
from him. Great enthusiasm marked the response of 
this group of students—enthusiasm for the message 
and lifelong loyalty to the giver. 

Without such men the osteopathic profession 
would have died a-borning. Not charismatic themselves 
(for charism is a touch of genius), one renders them 
the highest praise by being understanding of their 
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worth and their significance to their day and time. Of 
Asa Willard it is sufficient to say for the moment that 
he was among those who imparted to his profession a 
momentum sufficient to carry it to a day when it was 
able to advance under its own power. 


Committee on A-THOUGH MorE than 245 

invitations were mailed 

standard early in June from the Edi- 

nomenclature _ {or’s office you may well be 

one of THE JOURNAL’S 

readers who was not for- 

mally asked to counsel and advise the Committee on 

Standard Nomenclature in its work of completing a 

glossary of terms for use in the study of osteopathic 
theory and practice. 

This project has been under way for more than 2 
years under a directive from the A.O.A. Board of 
Trustees. The Committee and the Seminar on Teach- 
ing Osteopathic Theory and Practice are working 
jointly on the project under the supervision of the 
Bureau of Professional Education and Colleges. Com- 
mittee and Seminar hope to have their material ready 
for final study by the Bureau in January 1960; then 
it will be presented by the Bureau to the Board for 
official approval. 

Please consider this editorial comment an invita- 
tion to join the Committee’s list of advisors who are 
helping to complete the glossary. The first step is sim- 
ple: Address a postcard to the A.O.A. Editor, 212 East 
Ohio Street, Chicago 15, and say “Send Glossary Ques- 
tionnaire,” adding your name and address. 

The material forwarded to you will contain the 
information you will need to assist the Committee, as 
well as the blank for your reply. 

The Glossary when completed will be of inesti- 
mable value in five ways: (1) as a teaching vocabulary 
for both graduate and undergraduate students; (2) in 
charting and coding physical findings of the musculo- 
skeletal structure, especially of the body framework ; 
(3) in describing clinical studies and in case reporting ; 
(4) in recording research findings; (5) in establishing 


a nomenclature related especially to osteopathic theory ° 


and practice that will be the standard for all osteopathic 
publications. 

Consultants to date were invited largely because 
of their organizational duties, especially college-con- 
nected individuals. The Committee was aware that this 
method of selection has weaknesses. Too many indi- 
viduals whose opinions would be of great help would 
be missed. Hence this editorial invitation. 

Won’t you please write for the material now? 
The request will involve no obligation on your part. 
After reading the three-page questionnaire (with blanks 
for easy answering) if you do not feel you wish to act 
as a consultant, simply return the enclosed addressed 
postcard so checked and initialed. Even this informa- 
tion will be helpful to the Committee as indicative of 
its broad consultation on the project. 

The last study and revision of osteopathic nomen- 
clature was in 1936 under the chairmanship of the late 
Dr. Virgil Halliday. It was an excellent piece of work 
and did much in unifying the profession’s use of terms. 
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That glossary, however, was largely understandable 
only within the profession. The language of the 1960 
Glossary will be that of today’s scientific world— 
definitions about matters osteopathic today must be 
put into modern scientific terminology. Dr. W. Fraser 
Strachan, Professor of Anatomy, Chicago College of 
Osteopathy, is chairman of the 1959-1960 Committee. 
This appeal is to everyone who reads this column 
write for the material before you can say “no” to 
yourself! The worth of the 1960 Glossary will be in 
direct relation to its base in the profession’s thinking. 


A since 1908, the Haynes 

Memorial Hospital for 

Contagious Diseases has 

of progress been known as one of the 

nation’s great medical insti- 

tutions. On July 1 it will 

be closed and the land and building sold for lack of 
patients. 

When Haynes was opened in October 1908, the 
death rate in America from infectious diseases was 
690 per 100,000 population. The figure now reported 
is 80 per 100,000. The need for special hospitals like 
this once great institution has been eliminated with 
modern disease treatment. 

In the early days of the unit, more than 400 cases 
of scarlet fever were treated there each year. As re- 
cently as 1955, more than 530 cases of poliomyelitis 
were examined there, and of these 380 were admitted 
to the hospital. At the peak of the epidemic the hospital 
reported that it had thirty-two iron lungs in continuous 
use. That need is destined to pass as rapidly as the 
American people can be brought to realize their share 
of responsibility. A responsibility of physicians is to 
inform, educate, and lead the people. 


Change ARE YOU receiving your 
of JouRNAL regularly (not to 


exclude THe Forum and 

address HeEattH)? If not, examine 

its address label—a change 

in zone number, even a 

move across the street, may result in your magazine 

being returned to the Association, marked “Insufficient 
address.” 

Any change in address should be reported to THE 
JouRNAL 6 weeks before the change is made. Enclose 
the address label clipped from the mailing envelope of 
the latest copy of one of the magazines. If your city 
has postal zone numbers, be sure to include your num- 
ber in the new address. 

The changes made each month are far more nu- 
merous than most people realize. In 1958 the A.O.A. 
Membership Department made 2,085 complete changes 
in address and 418 other changes such as deletions from 
or additions to addresses and alterations in names of 
doctors, hospitals, and streets. Four hundred and 
eighty-seven new names were added in 1958; 184 
names were removed because of death; 27 were re- 
moved when the doctors left practice, and 44 were 
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removed when the mail was returned stamped “Address 
unknown.” Nothing more can be done in the last case 
except to publish these doctors’ names in THE Forum. 

Each one of these changes, totalling more than 
3,000, requires a series of clerical procedures that take 
time to make and that slow down the receipt of the 
publications by the doctors in question. 


AT A RECENT medical con- 
ference in San Francisco, 
Aldous Huxley, noted Brit- 
ish author and critic, called 
attention to the new bio- 
chemico-psychologic tech- 
nics which are “making it possible to act directly on 
the human organism . . . with a hope of changing be- 
havior... .” Author Huxley’s talk, “The Final Revo- 
lution,” was delivered to an assemblage of top bio- 
chemists, anatomists, physiologists, psychiatrists, and 
psychologists, who were warned of the antihuman ef- 
fects of specialization. He pointed out that the technics 
used to sell soap and automobiles may be successfully 
employed to sell regimentation. Mr. Huxley described 
his own role as that of a “second-class fox” among a 
group of “first-rate hedgehogs.” He referred to 
Archilochus’ aphorism to illustrate how the man of 
letters (the fox knows a little about many things) 
might make some important contributions to the work 
of the specialist (the hedgehog who knows much about 
one big thing). He emphasized the dangers in the use 
of drugs to control minds to the point that “drugs will 
distract the people from their legitimate complaints, 
and make men happy even when they are not free.” 


Drugs 
and the 
human mind 


Manipulation THE ENGLISH concept of 
fn the productive mechanism 


P in many backaches is inter- 
back pain estingly and accurately pre- 
sented by an article in the 
July 1958 issue of the 
Canadian Medical Association Journal (published by 
C.M.A., 150 St. George St., Toronto). This article, 
Manipulation in Back Pain, by W. B. Parsons, M.D., 
and J. D. A. Cumming, M.D., emphasizes the im- 
portance of careful selection of cases for manipulative 
therapy, and illustrates the technics to be followed. The 
descriptive material and the illustrations of manipula- 
tive procedures are well correlated. If writing about 
technic were not complicated by special and complex 
nomenclature based on highly theoretical assumptions 
about musculoskeletal lesions, many more such articles 
could be made available by doctors of osteopathy who 
are highly skilled in manipulative therapy. 

Teachers of technic in osteopathic colleges will find 
the article instructive, not because of unusual methods 
employed by the authors (these are the simple basic 
technics of low back manipulation) but as an example 
of how to present simply and concisely the employment 
of manipulative therapy in a given problem. The same 
approach would be useful in writing about other areas 
of the spine requiring such therapy. 

The authors’ principal source is the Text-Book of 
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Orthopaedic Medicine. Volume I: Diagnosis of Soft 
Tissue Lesions, by James Cyriax, M.D. (Paul B, 
Hoeber, Inc., Medical Book Department of Harper and 
Brothers, 1957). This valuable text should be in the 
reference library of all doctors of osteopathy, especially 
those who confine their therapy largely to manipulative 
procedures. 

In this connection THE JoURNAL calls attention to 
a special article published in its June 1949 issue, Ma- 
nipulative Therapy in the European Theatre of Opera- 
tions. It is one of the most instructive reports that 
the J.A.O.A. has published in its history; its facts are 
as pertinent today as at the time it was presented. 

The uses of manipulative therapy need restudy: 
Why should it be used (especially “general treat- 
ment”) ; when should it be used ; and what is the reason 
for using a particular technic? Skepticism should mark 
the employment of any rational therapy ; in the instance 
of manipulative procedure, skepticism should be coun- 
tered by greater enthusiasm for this therapy, when it is 
indicated. The rationale in Manipulation in Low Back 
Pain has exactly this basis. Therein lies its worth. 


Effect ALVEOLAR dead space in the 

at tops of lungs is related to 
posture in the human, ac- 
cording to recently reported 
studies by scientists from 
Johns Hopkins University. 
Upright position, as compared with the horizontal, sig- 
nificantly increases alveolar dead space. This seems to 
be due to failure of the blood pressure to lift the blood 
the necessary distance against the force of gravity. On 
the other hand, physical exercise or deep breathing was 
found to eliminate the alveolar dead space noted in the 
standing position. There is a relationship between these 
findings and the special article on “The Functional Ca- 
pacities of a Yogi” published in the April 1959 Jour- 
NAL. Such studies should be of special interest to doc- 
tors of osteopathy, inasmuch as structural factors are 
involved and physical methods of treatment implied in 


posture 


. the results of the experiment. 


The AN 8-year study of the 2,- 
500,000 men who were re- 
jected or prematurely dis- 
charged by the Army in 
World War II for mental 
or emotional defects has re- 
cently been completed by researchers at Columbia Uni- 
versity. About 18,000,000 men were screened for mili- 
tary service. Of those found to be ineffective soldiers, 
700,000 were rejected because of educational deficien- 
cies, 970,000 because they were emotionally unbalanced, 
and 80,000 because of behavior or moral problems. The 
remaining 750,000 broke down while in the Army. The 
ineffective soldier was defined by the study group as an 
individual who was unable to meet the minimum de- 
mands of the organization and the community to which 
he belonged. One hundred and seventy-five major find- 
ings came out of the study; one of these was that 


ineffective 
soldier - 
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emotional disturbances were more frequent among the 

rly educated. The physician who fails to take into 
account the proportion of mentally or emotionally in- 
capable in his own practice may well overlook nonspe- 
cific factors which work against his management of a 
given patient. The physician dare not fail to supple- 
ment the physical technics of medical practice with psy- 
chologic considerations. No society can afford to ignore 
so large a sector of mentally or emotionally disturbed 


people. 


Smallpox A TIMELY warning from 
Surgeon General Leroy E. 
: Burney of the U. S. Public 
important Health Service calls atten- 


tion to the continuing oc- 

currence of epidemics of 
smallpox in South America, Africa, the Middle East, 
and the Orient. Although the United States has not 
had a case of smallpox since 1953, vaccination is espe- 
cially urgent for all persons planning foreign travel. 
It is the physician’s responsibility to advise it for any- 
one going out of the country. 

Smallpox was introduced into Germany during 
December 1958 by a Heidelberg physician returning 
from a holiday in India. He had not been vaccinated 
since early schooldays. Before the outbreak was con- 
trolled, there were 18 cases and 2 deaths. One of those 
who died was a physician who attended the original 
case. 

Contrary to popular belief, only about one fourth 
of the States requires school children to be immunized 
for smallpox. No vaccination can be considered valid 
that is more than 3 years old. 


Order HEALTH education of the 

ANCHEP jormal American people 

unusually interested in 

health problems, it is a ma- 

jor and concerted undertaking, represented nationally 

by the recently organized American National Council 

for Health Education of the Public (ANCHEP). This 

Council is an outgrowth of the International Union for 

Health Education of the Public, which was organized 
in 1951. 

Development of methods and sources in health 
education has made possible the launching of a new 
periodical, the /nternational Journal of Health Educa- 
tion, a quarterly now published in English and French 
editions. The January 1959 issue was mailed to some 
2,300 key persons in America who are connected with 
health agencies and has aroused their interest, as well 
as that of many individuals. The A.O.A. JouRNAL has 
been invited to set up an exchange with the /nterna- 
tional Journal. 

Individual subscriptions to the new periodical are 
available at $3.00 a year. Orders should be directed to 
ANCHEP, 120 Broadway (Room 3013), New York 
5, New York. Osteopathic colleges and teaching hospi- 
tals will want to provide the new quarterly for their 


Vor. 58, Jury 1959 


libraries. Individuals with a broad interest in the health 
education of the public will plan to see the journal 
regularly. 

A major function of ANCHEP is to provide a 
bridge between nongovernmental, voluntary, and pro- 
fessional groups and the governmental groups. Its goal 
is simple—to promote the health education of the pub- 
lic through meetings, conferences, publications, and all 
other appropriate means. The American Osteopathic 
Association has made application for membership. The 
International Journal will bring to health workers and 
their colleagues practical information to help them in 
their common effort against disease and ignorance and 
toward the promotion of health. 


Accident 1* PRESENT trends continue, 

. more children in the future 

; prevention will die from accidents than 
in childhood — from any other cause, in 


many nations of the Ameri- 

cas. According to Public 
Health Reports, June 1959, accidents are now the lead- 
ing cause of death in children 5 to 14 years old in two 
thirds of those countries. Most of these accidental 
deaths are caused by motor vehicle accidents, drowning, 
burns, poisoning, falls, and bites of insects and snakes. 
Accurate record systems are essential to accident 
studies leading to prevention. Educational activities 
help in both primary and secondary prevention of acci- 
dents, and although this is a major duty of a public 
health agency, physicians in general can perform valu- 
able service in the field of accident-prevention educa- 
tion, especially among organized community groups. 


Notes SURGEON GENERAL Leroy E. 
ee Burney of the Public Health 
recently announced 

form the award of a $505,000 


contract to the Upjohn Com- 

pany, Kalamazoo, Michigan, 
to develop, test, and manufacture antibiotic and related 
drugs in the search for compounds effective in the 
treatment of cancer. Approximately 100 research con- 
tracts, many with the nation’s leading pharmaceutical 
firms, are now administered by the Cancer Chemother- 
apy National Service Center. {The American Psy- 
chiatric Association has re-established its membership 
in The National Health Council. This move brought to 
66 the membership of the Council. {Several scien- 
tists doing fundamental research under osteopathic aus- 
pices attended the annual meeting of the Federation of 
American Societies for Experimental Biology held in 
Atlantic City during the early spring. More than 10,000 
scientists from this country and abroad were in attend- 
ance. A total of 2,400 papers were presented at this, 
the forty-third annual meeting. A campaign to im- 


prove the world’s drinking water was a major concern 
of the World Health Organization which met in Ge- 
neva. Authorities stated that the death rate in many 
countries could be halved if a safe water system was. 
introduced. Half the world’s population lacks proper 
drinking water. 
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Interim Report ¢@ 1958-1959 


> We talk much of osteopathic de- 
velopment. We envision it in broad 
strokes and momentous decisions. 
He school ourselves to think big. 
But we cannot at any time lose sight 
of the fact that big thoughts are 
translated into big achievements by 
a day-by-day, year-by-year progres- 
sion of steady labor, in big and little 
things. In this lies the foundation 
of progress and the realization of 
vision. We move forward over 
ground laboriously tilled and tended. 
—True B. Eveleth, D.O., Executive 
Secretary, A.O.A. 


> Now comes the time of interim. 
One Association year is ending, a 
new one has not quite begun. An- 
nual reports from half a hundred 
committees have been bound into a 
400-page agenda. Fiscal reports 
have been audited and filed. At the 
year’s convention, the sixty-second 
President of the A.O.A. is accept- 
ing the gavel of office. 

In this time of accountings and 
new beginnings, members of the 
American Osteopathic Association 
may well ask: To what does our 
year add up? On our organizational 
list of things to be done, what ones 
have been checked off as completed, 
or well started, or planned? What 
have we done in 1958-59? 

It is not possible, of course, com- 
pletely to measure achievement. But 
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here, in round numbers and sum- 
marizing sentences, are some of the 
facts and figures of the year that is 
closing : 


In numbers e There are now 
13,700 osteopathic physicians, prac- 
ticing in 50 states, Canada, Great 
Britain, and Australia, 300 more 
than last year. Three out of every 
4—a total of 10,500—are members 
of the National Association, some 
10,000 are members of one or other 
of the 56 divisional societies, and 
8,600 are members of both national 
and state associations. College 


graduations added 469 to the num- 
ber ; 468 of them have become mem- 
bers of A.O.A. At the midyear 
meeting of the Board, the American 
Osteopathic Historical Society was 
added to the company of A.O.A. 
affiliates. 


By amounts ¢ Gross Association 
income for the year was slightly 
under $1,250,000, an increase of 
$55,800 over last year. This marks 
the Association’s all-time high. 

Advertising and literature sales 
grossed close to half a million, and 
for the 12-month period, the Jour- 
NAL and Forum carried more than 
2,300 pages of advertising. This 
year’s convention space is again a 
sell out. One hundred and seven 
commercial exhibits will gross more 
than $26,000. 

Association income is derived 
from dues, the sale of advertising 
and convention exhibit space, and 
the sale of osteopathic literature. 
The steady increase in income evi- 
dences the growing importance of 
the osteopathic market. 


In hospitals *« More than 650 
beds have been added in osteopathic 
hospitals this year, bringing the to- 
tal to some 10,500—480 in teaching, 
and 175 in non teaching, institutions. 
Five hundred internships are avail- 
able this year. 

The intern matching plan, the 


Another year of Association achievement 
is soon to be recorded in two forms: in 
some 500 pages of “Proceedings of the 
House, and in microfilm, each page of 
thumbnail size. 
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program worked out jointly by the 
A.O.A. and the American Osteo- 
pathic Hospital Association, has 
been accorded the requisite accept- 
ance of hospitals representing 50 
per cent of available internships. It 
will go into effect with the 1960 
graduates. 

The Bureau of Hospitals issued 
the twelfth edition of its official 
handbook, commonly called the 
“Code Book,” which lists minimum 
requirements, standards, and regu- 
lations for osteopathic hospitals ap- 


$100,000 for members of the three 
upper classes in the six colleges. 

The Auxiliary to the American 
Osteopathic Association granted 
seven scholarships to freshmen and 
sophomores. Six grants for gradu- 
ate study are being supported by 
Mead Johnson and Company. 

The Student Loan Fund now has 
assets totaling a quarter million 
dollars, outstanding in some 400 
loans. Forty-five loans were repaid 
last year. Funds are derived from 
repaid loans, osteopathic Christmas 


tice act. All future applicants will 
take the same examination, given by 
the same board, and will be issued a 
physician and surgeon license. All 
present license holders under the 
Osteopathic and Medical Acts will 
be granted the same unlimited li- 
cense under the “grandfather 
clause.” 

Full practice privileges are finally 
within reach of all license holders 
in Illinois. Legislation agreed to by 
both the osteopathic and medical 
state societies has been passed by 


1959 convention agenda in the making—Christine Makos, left, mimeograph operator, hangs up to dry the last of more than 300 stencils 
she has run for this year's agenda. Stanley Borbe, right, works down the stacks of mimeographed sheets. Collated and bound in 
covers of bright red, they form the volume of annual reports of officers, trustees, and committee chairmen. 


proved for the training of interns 
and residents. Also published this 
year by the Bureau was a “Manual 
of Procedure and Interpretation.” 


In education « During June, 469 
graduates were awarded degrees by 
the six osteopathic colleges, the 
highest number since 1941. The 
largest class, of 101, graduated from 
the Kansas City college, and the 
second largest, of 86, from Phila- 
delphia. Ninety per cent of the stu- 
dents who enrolled 4 years ago as 
freshmen remained to graduate. The 
total college enrollment for this last 
year was well over 1,900 and again 
Kansas City led with an enrollment 
of 402. 

Financial assistance to students 
came from student loans and schol- 
arships. The A.O.A. Student Loan 
Fund issued 117 loans to third and 
fourth year students, the highest 
number in its 28-year history, and 
the new National Defense Educa- 
tion Act provided in excess of 


732 


Seal Campaign contributions, and 
other gifts and bequests. 

The crucial problem of osteo- 
pathic education lies in the compe- 
tition for students among institu- 
tions of higher education. In a 
number of states, principal among 
them Colorado, Indiana, Ohio, and 
Texas, vocational guidance has this 
year been the number one project. 


Public Health Laws « In the 
Federal Government, 38 states, and 
the District of Columbia, members 
of the osteopathic profession are 
recognized as full partners in the 
work of restoring and maintaining 
health. 

Notable public health laws were 
enacted this year. The Missouri 
legislature passed a composite board 
bill, sponsored by both the Missouri 
State Medical Association and the 
Missouri Association of Osteopathic 
Physicians and Surgeons. All phy- 
sicians in the state will be licensed 
under a single comprehensive prac- 


the Senate and awaits action at pas- 
sage stage by the representatives. 

Proposed amendments would 
make a postgraduate refresher 
course available to physicians now 
practicing under limited licenses. 
The proposed course consists of 224 
hours of laboratory and classroom 
instruction (248 for those not hold- 
ing licenses to practice obstetrics), 
and examinations are to be set by 
the state medical examining com- 
mittee. A doctor of osteopathy will 
be added as a full-time member of 
the medical examining committee if 
a companion bill is also passed. 

The governor of the state of 
Washington signed a bill in March 
that amends the state osteopathic 
practice act to provide for the issu- 
ance of only an unlimited license. 
Previously the law permitted two 
types of licenses, one for the prac- 
tice of osteopathy, the other for os- 
teopathy and surgery (see story, 
page 737). 
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In public health education « The 
work of the Council on Develop- 
ment is inextricably interwoven 
with that of all osteopathic agen- 
cies in the work of education of the 
public. Some 15 meetings of public 
health education bodies have been 
attended this year by representa- 
tives of the A.O.A. Among them 
have been a number of meetings of 
the National Health Council, in par- 
ticular those held at the request of 
the U.S. Public Health Service to 
extend polio inoculations, and the 
annual Health Forum, held in 
March in Chicago. 


The A.O.A. was represented at 
the First National Conference on 
Air Pollution, held in Washington, 
D.C., last November ; the December 
meeting of the U.S. Department of 
Health, Education, and Welfare; 
the meeting set up by the Council of 
National Organizations on Children 
and Youth, to share in the work of 
the 1960 White House Conference 
on Children and Youth (see story, 
next page) ; the recent four-regional 
conference on Development of Prin- 
ciples for Planning Future Hospi- 
tals, sponsored jointly by the De- 
partment of Health, Education, and 
Welfare of the U.S. Public Health 
Service and the American Hospital 
Association (see story, next page). 


In fund-raising « The year’s in- 
come for the Osteopathic Progress 
Fund came close to $800,000, more 
than $50,000 ahead of last year. Of 
the amount, over $25,000 came 
from the Auxiliary to the A.O.A. 
and some $68,000 from the public. 
Six states adopted the support- 
through-dues plan of college sup- 
port during the year: Ohio and 
Texas (to become final in 1960) ; 
New Mexico, Wisconsin, West Vir- 
ginia, and Virginia. This brings the 
total to 17 states. 

The other divisional societies now 
on the support-through-dues system 
are California, adopted in 1954; 
Michigan, in 1955; Missouri, Colo- 
rado, and Oregon, 1956; Indiana, 
1957; and Iowa, Minnesota, Ten- 
nessee, Florida, and Washington, 
1958. 

Total Christmas Seal proceeds 
for 1959 were $64,700. Reorganiza- 
tion of campaign administration 


raised this year’s net income to 
$49,275, the highest in Christmas 
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Seal history. This amount is allo- 
cated, by action of the Board of 
Trustees, 60 per cent to student 
loans and 40 per cent to research. 

The five states that ranked high- 
est in returns were New York, 
$5,300; Pennsylvania, $5,200; Cali- 
fornia, $5,000; Michigan, $4,300; 
and Ohio, $3,900. 

Two laymen, Herbert E. Evans, 
Columbus, Ohio, and H. John East- 
man, Denver, Colorado, were this 
year elected to membership on the 
Board of Directors of the Osteo- 
pathic Foundation, the first laymen 
so to serve. 


In the Council on Development « 
Nine national committees, set up 
early in the year, are carrying for- 
ward various phases of the work of 
the Council on Development. They 
cover the fields of education, foun- 
dations, state and federal govern- 
ments, health agencies, firms and 
corporations, the profession itself, 
the general public, women’s organi- 
zations, and estate planning. State 
councils on development are pro- 
jected for all divisional societies, 
and have been set up in Indiana, 
Kansas, Kentucky, North Carolina, 
Ohio, Texas, and Washington. 


In Central Office « As National 
Headquarters, Central Office in Chi- 
cago is the natural meeting place 
for osteopathic groups and the re- 
cipient of many awards and recog- 
nitions, earned both by the national 
staff and the Association as a whole. 

Some fifty meetings were held in 


A.O.A. Treasurer Kenneth L. Ettenson 
watches as Walter C. Heidkamp and Jo- 
seph C. van Schaick of the Chicago firm of 
Evans, Marshall and Pease audit Associa- 
tion accounts for annual report. 


Central Office last year. Among 
them were the midyear meeting of 
the Board of Trustees, and of vari- 
ous national committees; the Ex- 
ecutive Board of the Auxiliary to 
the American Osteopathic Associa- 
tion ; the National Osteopathic Guild 
Association; the Society of Divi- 
sional Secretaries; the American 
Osteopathic Hospital Association ; 
the First District of the Illinois 
Osteopathic Association and its 
Auxiliary; the Student Wives or- 
ganization of the Chicago College of 
Osteopathy; and the Local Con- 
vention Committee. 

Particularly notable were the third 
annual Research Conference, com- 
posed of young osteopathic re- 
search scientists; the second annual 
meeting of the Committee on Stand- 
ard Nomenclature; and the fourth 
Seminar on the Teaching of Osteo- 
pathic Theory and Practice. 

Through the Division of Public 
and Professional Service, the 
A.O.A. received the Silver Anvil 
award of the American Public Re- 
lations Association for the Paducah 
study, sponsored by the A.O.A. as 
a service to the National Health 
Council. The Business Office 


brought in three awards for printed 
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pieces. In P. & P.S., the second 
annual journalism awards competi- 
tion was again conducted among 
newspaper writers. “Focus on the 
Future,” a brochure on osteopathic 
education, was issued and is in its 
second printing. The News Bulletin, 
published monthly, has shifted from 
mimeograph to letterpress publica- 
tion. The Department of Informa- 
tion and Statistics published “A 
Statistical Study of the Osteopathic 
Profession,” the first mechanized 
statistical record of the profession. 
THE JOURNAL is in process of a re- 
vision in style, to be completed in 
the. September issue, the first of a 
new volume. In the Executive De- 
partment, the manual of procedure, 
commonly called the Red Manual, 
has come out anew as the Adminis- 
trative Guide. Its preparation was 
a task of monumental proportions. 
The volume has been reduced to 
220 pages, although since the last 
300-page edition 4 years ago, eight 
meetings of the Board of Trustees 
and four meetings of the House of 
Delegates have been held and _re- 
corded. 


In conclusion ¢« This is but a 
sampling of the merry-go-round of 
activities that make up the year of 
the American Osteopathic Associa- 
tion. It is a meager accounting of 
some of the things, great and small, 
that move toward the organizational 
goals outlined last winter by the 
chairman of the Council on Devel- 
opment : 

The broad results we are working for 
are educational institutions second to 
none; an increased supply of osteopathic 
physicians; an acceptance of osteopathic 
institutions and funds as proper recipients 
of bequests; the confidence of other 
health agencies; and a general under- 
standing of osteopathy. Most of all, we 
are working for freedom to grow—to 
bring our special health contribution to 
an ever-widening segment of the Ameri- 
can population. 


A.O.A. attends conferences to 
plan future hospital systems 


> At the invitation of the U. S. 
Public Health Service, representa- 
tives of the American Osteopathic 
Association attended four regional 
conferences sponsored jointly by 
PHS and the American Hospital 
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Association to develop principles 
for the planning of future hospital 
systems. The four meetings were 
held in the late spring, in Salt Lake 
City, Washington, D.C., New Or- 
leans, and Chicago. 

Dr. Vincent P. Carroll, Laguna 
Beach, California, chairman of the 
A.O.A. Bureau of Hospitals, at- 
tended the meeting in Salt Lake 
City; Dr. M. C. Pettapiece, Port- 
land, Maine, a member of the Bu- 
reau, attended the Washington meet- 
ing; Mr. Louis S. Taylor, adminis- 
trator of the Dallas Osteopathic 
Hospital, Dallas, Texas, the New 
Orleans conference; and Dr. H. 
William Guinand, A.O.A. inspector 
of hospitals, the one held in Chi- 
cago. 

The common purpose of the con- 
ferences was to develop hospital 
systems that will prove equal to the 
projected growth in U.S. popula- 
tion. Each meeting comprised four 
workshops, based upon these broad 
subjects: the maintenance of a 
proper balance between hospital fa- 
cilities and the needs of the pa- 
tients; the distribution of facilities 
in related geographical areas; the 
overcoming of economic barriers in 
the development and utilization of 
facilities; and a consideration of 
facilities in individual hospitals. 


Mead Johnson Committee 
makes six fellowship awards 


> The fourth annual awards meet- 
ing of the A.O.A. Committee on 
Mead Johnson Grants met on May 
28 to choose six recipients of $1,000 
fellowships in four fields of osteo- 
pathic practice. 

The members of the committee, 
Drs. John W. Mulford, Cincinnati, 
chairman, Paul van B. Allen, In- 
dianapolis, and Joseph W. Elbert, 
Petersburg, Indiana, were in at- 
tendance. Lawrence W. Mills, Chi- 
cago, director, A.O.A. Office of 
Education, was also present as a 
committee consultant. All were 
guests of Mead Johnson and Com- 
pany, at their headquarters in Ev- 
ansville, Indiana. 

The program is supported by 
Mead Johnson and Company, and 
is administered by the American 
Osteopathic Association. Two fel- 
lowships were granted for advanced 


study in obstetrics and gynecology, 
two in internal medicine, and one 
each in general practice and pedi- 
atrics. 

The recipients of grants range in 
age from 25 to 38 years. Three 
of them will use their fellowships 
to continue advanced work at the 
College of Osteopathic Physicians 
and Surgeons, Los Angeles. David 
J. Simon, a graduate of the Phila- 
delphia College of Osteopathy in 
1953, will work in the Los Angeles 
Rehabilitation Center. This is his 
second Mead Johnson grant. Drs, 
George M. Haber and Alfred A, 
Paternoster, both of the class of 
1956 from C.O.P.S., will do their 
advanced work in the Los Angeles 
County Osteopathic Hospital, one in 
internal medicine, the other in ob- 
stetrics and gynecology. 

Dr. Melvin D. Anderson, 1956 
graduate of the Chicago College of 
Osteopathy, will take his fellowship 
there in internal medicine; Dr. 
Franklin J. Schneiderman, of the 
same class, will take a second-year 
residency in pediatrics at the Kirks- 
ville Osteopathic Hospital ; and Dr. 
A. Eugene Marguglio, of the Kansas 
City College of Osteopathy and Sur- 
gery, Kansas City, Missouri, will 
take advanced work in the field of 
obstetrics and gynecology. 

Three alternates were named by 
the committee, in the event of with- 
drawals by recipients. They are 
Drs. Bernard Kay, College of Os- 
teopathic Medicine and Surgery, 
Des Moines; and Leon A. Janis and 
Geraldine Y. Dyer, both of the Col- 
lege of Osteopathic Physicians and 
Surgeons, Los Angeles. 


A.0.A, on council for 1960 
White House Conference 


> Opportunity is now open for 
osteopathic organizations to share 
in the work of the 1960 White 
House Conference on Children and 
Youth, according to President 
George W. Northup, who represent- 
ed the American Osteopathic Asso- 
ciation at a meeting held recently in 
New York City to set up the Coun- 
cil of National Organizations on 
Children and Youth. Some 150 or- 
ganizations were represented. 

The purpose of the Council is to 
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enlist the services of organizations 
in carrying out the plans of the 
White House Conference, to be held 
in Washington, D. C., March 27- 
April 2 of next year. Participation 
in the Conference, of which Presi- 
dent Dwight D. Eisenhower will be 
honorary chairman, will be limited 
to 6,000 persons. 

“All organizations who partici- 
pated in the 1950 conference are 
listed for participation in the 1960 


DEPARTMENT OF PUBLIC 


Bills in Congress 


> The bills listed below are ones 
that have been most recently intro- 
duced into the Congress of the 
United States which are concerned 
with health, education, and welfare. 


They are: 

H.R. 5757—Mr. Rogers of Florida. 
Amends Internal Revenue Code to allow 
income tax deductions for certain pay- 
ments made and expenses incurred in 
providing or securing higher education. 

H.R. 5783—Mr. Corbett of Pennsyl- 
vania. Federal Employees Health Benefits 
Act. To provide for Government contri- 
bution toward personal health service 
benefits for civilian officers and employees 
in the United States Service and their 
dependents, to authorize payroll deduc- 
tions for participants, and for other pur- 
poses. 

H.R. 5819—Mr. Dixon of Utah. To 
provide grants to the states to assist them 
in informing and educating children in 
their schools about the harmful effect of 
tobacco, alcohol, and other potentially 
deleterious consumables. 

H.R. 5858—Mr. Glenn of New Jersey. 
To facilitate administration of the Act 
authorizing cooperative research in edu- 
cation. 

H.R. 5901—Mr. Forand of Rhode Is- 
land. To amend the Internal Revenue 
Code to exempt nonprofit hospitals from 
certain excise taxes. The term nonprofit 
hospital “means an organization the prin- 
cipal purpose or function of which is the 
providing of hospital care, and which is 
exempt from income tax under section 
501 (a).” 

H.R. 5917—Mr. Barrett of Pennsyl- 
vania. Amends OASI to provide insur- 
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one,” said Dr. Northup. “Hence it 
is important for all agencies of the 
osteopathic profession that desire to 
be included in 1960 to apply imme- 
diately for membership in the Coun- 
cil of National Organizations.” 
This will be the sixth White 
House Conference on Children and 
Youth. The first conference was 
called in 1909 by President Theo- 
dore Roosevelt, and one has been 
held every 10 years since to con- 


RELATIONS 


ance against the costs of hospital, nursing 
home, and surgical service for persons 
eligible for OASI benefits, and to remove 
the limitation upon the outside income 
which an individual may earn while re- 
ceiving Social Security benefits. 

H.R. 5923—Mr. Dingell of Michigan. 
To provide insurance against cost of hos- 
pital, nursing home, and surgical service 
for persons eligible for OASI benefits. 

H.R. 5944—Mr. Spence of Kentucky. 
Community Facilities Act. Authorizes the 
Housing and Home Finance Administra- 
tor, acting through the Community Fa- 
cilities Administration to make loans to 
municipalities and other political subdi- 
visions of states, and to nonprofit hospi- 
tals for construction, repair or improve- 
ment. 


H.R. 5984—Mr. Rivers of South Caro- . 


lina. To provide more efficient dental 
care for the personnel of the Army. 

H.R. 5985—Mr. Rivers of South Caro- 
lina. To provide more efficient dental 
care for the personnel of the Air Force. 

H.R. 6111—Mr. Roosevelt of Califor- 
nia. Amends Longshoremen’s and Harbor 
Workers’ Compensation Act so as to pro- 
vide that an injured employee shall have 
the right to select his own physician. 

H.R. 6167—Mr. Fulton of Pennsyl- 
vania. Federal Employees’ Health Bene- 
fits Act. 

H.R. 6230—Mr. Anfuso of New York. 
Amends Social Security Act to increase 
and extend benefits, reduce retirement 
age, liberalize the work clause under 
OASI, establish a system of hospitaliza- 
tion, nursing, and surgical insurance, and 
to liberalize certain provisions relating to 
public assistance. 

H.R. 6248—Mr. Karth of Minnesota. 
Amends OASI to provide insurance 


against the costs of hospital, nursing 
home, and surgical service for persons 


sider problems relating to the devel- 
opment of children and youth. The 
theme of the 1960 meeting will be 
“Opportunities for Children and 
Youth to Realize Their Full Poten- 
tial for Creative Life in Freedom 
and Dignity.” 

For information concerning mem- 
bership in the Council of National 
Organizations, write Mr. Robert E. 
Bondy, chairman, 345 East 46th 
Street, New York 17, New York. 


eligible for old-age and survivors insur- 
ance benefits. 

H.R. 6265—Mr. Roberts of Alabama. 
To provide for the vesting of primary 
responsibility for the protection of the 
public health and safety from radiation 
hazards in the Public Health Service of 
the Department of Health, Education, 
and Welfare. Radiations Hazards Act. 

H.R. 6321—Mr. Price of Illinois. To 
provide additional dental care for depend- 
ents of members of the Armed Services. 

H.R. 6324—Mr. Roberts of Alabama. 
Public Health Service Commissioned 
Corps Personnel Act of 1959. 

H.R. 6325—Mr. Roberts of Alabama. 
To extend certain traineeship provisions 
of the Health Amendments Act of 1956. 

H.R. 6415—Mr. Cramer of Florida. 
Amends Internal Revenue Code to pro- 
vide that the cost of all medicine and 
drugs for the taxpayer and his spouse, 
rather than only the excess over 1% of 
adjusted gross income as otherwise pro- 
vided, may be included in computing the 
medical expense deduction where such 
taxpayer or spouse is 65 or over. 

H.R. 6417—Mr. Dorn of New York. 
To provide for the establishment of a 
commission to study the shortage of doc- 
tors of medicine in the United States. 

H.R. 6422—Mr. Forand of Rhode Is- 
land. Amends Social Security Act to aid 
states to establish more adequate public 
welfare programs. 

H.R. 6472—Mr. Herlong of Florida. 
Relates to deduction for income tax pur- 
poses of contributions to charitable or- 
ganizations whose sole purpose is making 
distributions to other charitable organiza- 
tions, contributions to which by individ- 
uals are deductible within the 30 percent 
limitation of adjusted gross income. 

H.R. 6664—Mr. McGovern of South 
Dakota. Amends Internal Revenue Code 
to exempt nonprofit hospitals from cer- 
tain excise taxes. 

H.R. 6867—Mr. Moulder of Missouri. 
To permit the transmission as third-or- 
fourth class mail of medical prescrip- 
tions with written printed instructions for 
the use thereof. 

H.R. 6871—Mr. Rhodes of Pennsyl- 
vania. Amends Public Health Service Act 
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The Chicago Merchandise Mart and its reflection in the Chicago River. 


to provide for a public health training 
program. Includes traineeships for pro- 
fessional public health personnel, grants 
for training of public health personnel in 
schools of public health, and grants for 
construction of training facilities at 
schools of public health. 

H.R. 6906—Mr. Fogarty of Rhode Is- 
land. Authorizes a five-year program of 
Federal aid of $50 million per year for 
expansion and improvement of existing 
schools of medicine, dentistry and public 
health; and a ten-year program of a 
total of $100 million for grants for the 
construction of new schools of medicine, 
dentistry or public health. For the pur- 
pose of these programs, the bill defines 
the term medical school to include “a 
school providing training leading to the 


degree of Doctor of Medicine or Osteop- - 


athy.” 

H.R. 6913—Mr. Roberts of Alabama. 
Same as H.R. 6871. 

H.R. 7014—Mr. Fogarty of Rhode Is- 
land. Radiations Hazards Act of 1959. 

H.R. 7095—Mr. Johnson of Wisconsin. 
Amends Title II of Social Security Act 
to eliminate the requirement that an in- 
dividual must have attained the age of 50 
in order to become entitled to disability 
insurance benefits. 

H.R. 7154—Mr. Santangelo of New 
York. Amends Social Security Act to 
provide insurance against costs of hospi- 
tal, nursing home, and surgical service 
for persons eligible for OASI benefits. 

H.R. 7192—Mr. Kowalski of Connecti- 
cut. Amends Internal Revenue Code to 
allow additional income tax exemption 
of $1200 for an individual who is a stu- 
dent at an institution of higher education. 

H.R. 7213—Mr. Berry of South Da- 
kota. Amends Internal Revenue Code to 
exempt nonprofit hospitals from certain 
excise taxes. 
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H.R. 7295—Mr. Wallhauser of New 
Jersey. To extend OASI coverage to 
self-employed doctors of medicine. 

H.R. 7460—Mr. Carter of Iowa. Makes 
appropriation for a crash program of 
basic research on cancer and other major 
diseases which remain incurable. 


H.R. 7476—Mr. Roberts of Alabama. 
To extend for two additional years the 
Public Health Service Program with re- 
spect to air pollution control. 

H.R. 7495—Mr. Holt of California. 
Amends Internal Revenue Code to in- 
crease the amount of income tax deduc- 
tions for medical expenses and child care, 
and to authorize deductions for certain 
transportation costs, tuition expenses, and 
residential depreciation. 

H.R. 7546—Mr. Bennett of Florida. 
Amends Vocational Rehabilitation Act to 
provide assistance to the states for cer- 
tain workshops, rehabilitation facilities, 
and rehabilitation evaluation services. 

H.R. 7558—Mr. Celler of New York. 
Authorizes the Surgeon General to es- 
tablish an after-care post hospital treat- 
ment program for drug addiction. 

H.R. 7566—Mr. Miller of California. 
Amends Internal Revenue Code to pro- 
vide an amortization deduction for cer- 
tain facilities for the control of air pol- 
lution. 

H.R. 7612—Mr. Carter of Iowa. Pro- 
vides for study and control of dangerous 
radioactive contamination, by the Public 
Health Service. 

H.R. 7624—Mr. Harris of Arkansas. 
Color Additive Amendments of 1959. 

H.R. 7654—Mr. Oliver of Maine. 
Amends Internal Revenue Code to allow 
accelerated amortization of cost of treat- 
ment works for abatement of air and 
stream pollution. 

H.R. 7712—Mr. Morrison of Louisi- 


ana. To provide a health benefits pro- 
gram for Federal civil employees. 


H. J. Res. 211—Mr. McGovern of 
South Dakota. To establish in the Pub- 
lic Health Service the National Institute 
for International Medical Research. Simi- 
lar bills: H. J. Res. 237, Mr. Thompson 
of New Jersey; H. J. Res. 293, Mr. 
Chiperfield of Illinois; H. J. Res. 361, 
Mr. Roberts of Alabama; H. J. Res. 370, 
Mr. Fogarty of Rhode Island. 

H. Con. Res. 113—Mr. Johnson of 
Colorado. To provide that the Congress 
recommend that the United States Gov- 
ernment encourage the United Nations 
Organization to undertake to develop a 
plan for international educational coop- 
eration. 

H. Con. Res. 145—Mr. Hiestand of 
California. To provide that an investi- 
gation into mental health programs now 
being promoted be conducted by the Con- 
gress of the United States. 

S. 1487—Mr. Cooper of Kentucky. To 
amend the United States Employees’ 
Compensation Act to provide for chiro- 
practic services for injuries sustained by 
Federal civil employees while in the per- 
formance of duty. 

S. 1540—Mr. Johnston of South Caro- 
lina. Authorizing the Secretary of the 
Air Force to carry out a research and 
testing program to determine the effec- 
tiveness of the vegetable product known 
under the trade name B-N-G in the treat- 
ment of burns, sunburn, poison ivy, and 
poison oak dermatitis. 

S. 1628—Mr. Hill of Alabama, Radia- 
tion Hazards Act of 1959. 

S. 1658—Mr. Beall of Maryland. 
Amends District of Columbia Income 
and Franchise Tax Act of 1947 to pro- 
vide more liberal deductions for medical 
expenses of individuals who have at- 
tained the age of 65. 

S. 1716—Mr. Murray of Montana, for 
himself, and Mr. Mansfield of Montana. 
Amends Internal Revenue Code so as to 
permit amounts paid for the institutional 
care of a disabled person to be deducted 
as a medical expense. 

S. 1770—Mr. Cotton of New Hamp- 
shire. Amends Hill-Burton Act to make 
certain clinics in rural areas eligible for 
Federal aid to diagnostic or treatment 
centers. 

S. 1868—Mr. Bible of Nevada. To 
regulate credit life insurance and credit 
accident and health insurance in the Dis- 
trict of Columbia. 

S. 1870—Mr. Bible of Nevada. Pro- 
vides for examination, licensing, and for 
regulation of professional and practical 
nurses, and for nursing education in the 
District of Columbia. 

S. 1955—Mr. Fulbright of Arkansas 
and others. To authorize long-term Fed- 
eral loans to assist in the provision of 
essential public works or facilities, in- 
cluding construction projects of nonprofit 
hospitals. 

S. 1960—Mr. Proxmire of Wisconsin. 
To permit transmission as_ third-or- 
fourth-class mail of medical prescrip- 
tions with written or printed instructions 
for the use thereof. 
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s, 1979—Mr. Smathers of Florida. 
Self-employed Individuals’ Retirement 
Act of 1959. 


Ss. 2009—Mr. Humphrey of Minnesota. 
To assist voluntary nonprofit associations 
offering prepaid health service programs 
to secure necessary facilities and equip- 
ment through long-term, interest-bearing 
loans. 

S. 2011—Mr. Symington of Missouri. 
Same as S. 1960. 

S. 2074—Mr. Hill of Alabama (for 
himself) and Mr. Humphrey of Minne- 
sota. Amends Public Health Service Act 
to clarify functions and responsibilities 
of the Surgeon General with respect to 
international health activities. 


S. 2077—Mr. Humphrey of Minnesota 
and others. To establish temporary Presi- 


DEPARTMENT OF 


Bureau of Public Education on Health 


State of Washington gains 
unlimited practice act 


P On March 11 of this year, 
Albert D. Rossellini, governor of 
the state of Washington, signed 
House Bill No. 449 amending two 
sections of ‘the Washington Osteo- 
pathic Practice Act. 

Since 1919, Washington law had 
provided for two types of license: 
one to practice osteopathy, and the 
other to practice osteopathy and 
surgery. The 1959 Amendment de- 
letes the authority to issue a license 
to practice osteopathy only, and pro- 
vides for the issuance hereafter of 
one unlimited license to practice 
osteopathy and surgrey. 

In addition, the law clarifies the 
right of license holders to use the 
term “osteopathic physician and 
surgeon” and, in the professional 
use of their names, to use the desig- 
nation, ‘“D.O.” The text follows: 


WASHINGTON 
Regular Session 
Chapter 110, Laws 1959 
House Bill No. 449 
AN ACT relating to the practice of 
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PUBLIC 


dential commission to study and report 
on problems related to blindness and the 
needs of blind persons. 

S. 2098—Mr. Humphrey of Minnesota 
(for himself) and Mr. Symington of 
Missouri. To transfer from the Depart- 
ment of Agriculture to the Department 
of Health, Education, and Welfare, the 
administration of the direct commodity 
distribution program, under which agri- 
cultural food products are made avail- 
able to the needy in charitable institu- 
tions, and to establish a food stamp plan. 
Among persons eligible for food stamps 
would be “every individual in any non- 
profit charitable institution, including hos- 

S. 2162—Mr. Johnston of South Caro- 
lina (for himself) and Mr. Neuberger 
of Oregon. To provide a health benefits 


AFFAIRS 


osteopathy and surgery; and amending 
Section 4, Chapter 4, Laws of 1919 and 
RCW 18.57.020. 

Be it enacted by the Legislature of the 
State of Washington: 

Section 1. Section 4, Chapter 4, Laws 
of 1919 and RCW 18.57.020 are each 
amended to read as follows: 

A certificate shall be issued by the di- 
rector of licenses authorizing the holder 
thereof to practice osteopathy and sur- 
gery, including the use of internal medi- 
cine and drugs, and shall be the only 
type of certificate issued. All certificates 
to practice osteopathy or osteopathy and 
surgery, including the use of internal 
medicine and drugs, heretofore issued 
shall remain in full force and effect. 

In order to procure a certificate to 
practice osteopathy and surgery, the ap- 
plicant: for such certificate must file with 
said director, satisfactory testimonials of 
good moral character, and a diploma is- 
sued by some legally chartered school of 
osteopathy and surgery, the requirements 
of which shall have been at the time 
of granting such diploma in no particular 
less than those prescribed by the Ameri- 
can Osteopathic Association and the 
American Association of Osteopathic 
Colleges, or satisfactory evidence of 
having possessed such diploma, and he 
must file with such diploma an applica- 
tion sworn to before some person author- 
ized to administer oaths, and attested by 
the hand and seal of such officer, if he 
have a seal, stating that he is the person 
named in said: diploma, that he is the 
lawful holder thereof, and that the same 
was procured in the regular course of 


program for Federal Government civil 
employees. 

S. 2170—Mr. Neuberger of Oregon. 
Authorizes a five-year program of Fed- 
eral aid of $50 million per year for ex- 
pansion and improvement of existing 
schools of medicine, dentistry and public 
health; and a ten-year program of a total 
of $100 million for grants for the con- 
struction of new schools of medicine, 
dentistry or public health. For the pur- 
poses of these programs, the bill defines 
the term medical schools to include “a 
school providing training leading to the 
degree of doctor of medicine or osteop- 
athy.” 

S. J. Res. 14—Mr. Hill of Alabama 
and others. The International Health and 
Medical Research Act of 1959. Passed 
Senate May 20, 1959. 


instruction and examination, without 
fraud or misrepresentation. The said ap- 
plication shall be made upon a blank fur- 
nished by said director, and it shall 
contain such information concerning said 
medical instruction and the preliminary 
education of the applicant as said director 
may by rule provide. Applicants who have 
failed to meet the requirements must be 
rejected. 

An applicant for a license to practice 
osteopathy and surgery must furnish evi- 
dence that he has served for not less than 
one year as interne in a_ thoroughly 
equipped hospital which shall have had 
at least twenty-five beds for each interne 
devoted to the treatment of medical, sur- 
gical, gynecological and special diseases, 
and he also must have had a service of 
six weeks, or the equivalent thereof in 
the maternity department of the same or 
some other hospital, during which time 
he shall have attended or participated in 
the attendance upon not less than six con- 
finements. He shall furnish evidence that 
he has had sufficient experience in and a 
practical working knowledge of pathol- 
ogy, and the administering of internal 
medicine and drugs including anaesthetics. 

Section 2. No provision of this act or 
of any other law shall prevent any person 
who holds a valid, unrevoked certificate 
to practice osteopathy from using in com- 
bination with his name the designation 
“Osteopathic Physician and Surgeon” or 
the abbreviation of his professional de- 
gree, Doctor of Osteopathy (D.O.), pro- 
vided he holds such professional degree, 
or any combination thereof upon his sta- 
tionery, in any professional lists or direc- 
tories or in other places where the same 
may properly appear as permitted within 
the canons of ethics now or hereafter 
promulgated by the Washington State 
Osteopathic Association or its successors. 
Approved March 11, 1959 
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A.0.A. exhibit to be part 
of annual N.E.A. meeting 


> For the third consecutive year, 
the American Osteopathic Associa- 
tion will have an exhibit at the an- 
nual convention of the National 
Education Association being held 
June 27 to July 3 in the Audi- 
torium in St. Louis, Missouri. 

Two members of the Central Of- 
fice staff, Lawrence W. Mills, direc- 
tor, Office of Education, and Robert 
A. Klobnak, director, Public and 
Professional Service, are manning 
the Association’s audio-visual pres- 
entation of osteopathic education. 

The N.E.A. meeting is expected 
to attract some 15,000 educators 
and school administrators. 


Staff travels 


P Association affairs took these 
members of the Central Office staff 
away from their desks during June : 

Executive Secretary True B. 
Eveleth, to a meeting of the Com- 
mittee on Professional Liability In- 
surance, held in Los Angeles, June 
13-14. 

Business Manager Walter A. Su- 
berg, to New York City, Atlantic 
City, and Philadelphia for business 
conferences and to inspect conven- 
tion facilities, June 15-16. 

OPF Director Robert Bennett, to 
Rockland, Maine, to attend the an- 
nual convention of the Maine Osteo- 
pathic Association, June 25-27. 

Medical Manuscript Editor Bar- 
bara E. Peterson, to Troy, New 
York, to attend the second annual 
Medical Writers Institute, held at 
the Rensselaer Polytechnic Insti- 
tute, June 16-18. 

Director of Education Lawrence 
W. Mills and Director of P.&P.S. 
Robert A. Klobnak, to St. Louis, 
Missouri (see story above). 
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Miss Heea Halder and her fiance Dr. 
Sunder J. Vazirani, who were recent Cen- 
tral Office visitors. 


Central Office visitors 


Miss Heea Halder, Calcutta, In- 
dia, and her fiance Sunder J. Vazi- 
rani, D.D.S., Bombay, visited Cen- 
tral Office June 23. The daughter 
of Dr. Ras Mohun Halder, attache 
at the Indian Embassy, Washing- 
ton, D.C., Miss Halder has just 
received her Bachelor of Arts de- 
gree in psychology from Guilford 
College in North Carolina. 

Dr. Vazirani received his Mas- 
ter of Science degree in oral surgery 
from the University of Illinois Den- 
tal School in June. After a Septem- 
ber wedding, he plans to teach in 
the University of Bombay. A stu- 
dent in the United States for 5 
years, Dr. Vazirani is a fellow of 
the International College of Den- 
tists, and is believed to be the first 
Indian to be a member of the 
American Society of Oral Surgeons. 


Other visitors to National 
Headquarters included: Raymond 
D. Forsyth, D.O., Detroit; W. 
Clemens Andreen, D.O., Wyan- 
dotte, Michigan; J. Maxwell Jen- 
nings, D.O., Kalamazoo, Michigan ; 
Roy W. Eshenaur, D.O., Point 
Pleasant, West Virginia. 


P. A. Dortner, D.O., Philadel- 
phia; and K. B. Babcock, M.D, 
Chicago; Mr. Louis Vandershott, 
Chicago; Mr. Robert Bradner, Chi- 
cago; Paul E. Kimberley, D.O., St. 
Petersburg, Florida; Samuel Plot- 
nik, D.O., Miami, Florida. 


Medical films 


> The following reviews are of 
films recently received by the Divi- 
sion of Public and Professional 


Service from research laboratories, , 


drug companies, and health agen- 
cies. Unless otherwise indicated, the 
films are provided by their pro- 
ducers without charge other than 


postage. 


Dynamics oF Puacocytosis.—The 
outcome of the struggle between in- 
vasive microorganisms and _ their 
unwilling hosts—the patient—is 
largely dependent on countless indi- 
vidual reactions between bacteria 
and defensive cells of the body. 


Dr. Armine T. Wilson employs 
phase-contrast microscopy to study 
living, unstained group A strepto- 
cocci interacting with human neu- 
trophils in vitro. These observations 
are recorded on film and when nec- 
essary, views are accelerated by 
time-lapse photography. 1958. 16 
mm., black and white, sound, 28 
minutes. Pfizer Laboratories, 630 
Flushing Avenue, Brooklyn 6, New 
York. 


DEVELOPMENT OF A GASTROINTES- 
TINAL Tract.—Colored animated 
drawings demonstrate the embryol- 
ogy of the gastrointestinal tract. 
The drawings are correlated with 
photographs of defective embryos 
to show development after the age 
of six weeks. 1953. 16 mm., color, 
sound, 35 minutes. Center for Mass 
Communication, 1125 Amsterdam 
Avenue, New York 25. 


CLINICAL MANAGEMENT OF 
TOIMMUNE HEMATOLOGIC D1IsoR- 
DER.—This film discusses the use of 
prednisone in the treatment of 
hematologic disorders, particularly 
those due to an abnormal immuno- 
logic mechanism. 1959. 16 mm., 
color, sound, 35 minutes. Schering 
Corporation, Bloomfield, New Jer- 


sey. 
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This section is published monthly to inform the practicing physician about new drug products and medical equipment made avail- 
able on the market. It is a reference section prepared by THE JOURNAL from descriptive material furnished by ethical manufac- 
turers. The American Osteopathic Association does not necessarily advocate the use of these products nor disapprove any 
product not included. The purpose of the section is to provide trustworthy information in a convenient form. 


WILLIAMS LORDOSIS 
BRACE 


Indications « Excessive lumbar 


curve. 


Description *¢ The Williams Lordo- 
sis Brace is designed to exert a con- 
stant corrective force on the lumbar 
spine, lumbosacral joint, and pelvis, 
and to permit free flexion of the 
lumbar spine while preventing ex- 
tension and lateral bending. The 
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brace consists of a shaped plastic- 
covered aluminum pelvic band and 
dorsal body band. The lateral up- 
rights extend straight down from 
the front of the dorsal band to the 
front of the sacral band in the an- 
terior axillary line. The second 
(posterior) upright is attached to 
the sacral band on each side of the 
sacrum and extends upward and 


forward in a diagonal direction to 
fasten by a free hinged joint to the 


lateral upright just below the dorsal 
band. The front fashioned elastic 
abdominal corset is attached to the 
brace uprights and has a zipper 
front closing. The upper strap acts 
as a stabilizing unit and is fastened 
loosely; the lower straps are at- 
tached to the free lower end of the 
lateral uprights, thus furnishing the 
corrective force needed. The lower 
straps are passed backward through 
a link on the: pelvic band and then 
brought forward to carry the buckle 
which permits adjustment with the 
lower front nonelastic straps. 


How supplied « The Williams 
Lordosis Brace is available in small, 
medium, large, and extra-large sizes, 
in a standard back height of 10 
inches and graduated front heights 
of 7, 8, 9, and 10 inches. 


Manufacturer ¢ S. H. Camp and 
Company, Box 89, Jackson, Mich. 
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PRO-DUOSTERONE® 


Indications ¢ Three-day, oral diag- 
nostic test for early pregnancy.’ 
Pro-Duosterone is aiso indicated for 
treatment of functional amenorrhea, 
dysfunctional uterine bleeding with 
benign endometrial hyperplasia, to 
correct infertility believed to be due 
to luteal insufficiency, and during 
the first and second trimesters to 
protect gestation in patients with 
histories of habitual abortion.* 


Composition Each Pro-Duoster- 
one tablet contains: anhydrohy- 
droxyprogesterone _(ethisterone), 
50.0 mg., activated by ethinyl estra- 
diol, 0.03 mg. 


Pharmacologic action ¢ Estrogen- 
activated ethisterone, when given 
orally in adequate dosage, will in- 
duce uterine bleeding usually within 
2 to 4 days after withdrawal of 
medication when the patient is not 
pregnant. If the patient is pregnant, 
no bleeding occurs. 


Advantages ¢ The 3-day, oral test 
for pregnancy, by means of Pro- 
Duosterone, is uniformly accurate 
for differential diagnosis of preg- 
nancy or secondary amenorrhea in 
women with normal menstrual 
cycles, and is significantly more 
precise than the older biologic meth- 
ods in the earliest days following 
the first missed period.’-? Diagnosis 
may be established quickly, usually 
within a week after the patient’s 
first visit. Since no animals or lab- 
oratory facilities are required, the 
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Pro-Duosterone test is less costly to 
the patient. The simplicity of oral 


administration is a convenience. 


Concurrently administered drugs, . 


particularly those of the phenothia- 
zine group, will not alter the ac- 
curacy of the Pro-Duosterone test, 
as frequently happens with the bio- 
logic tests.® 

In secondary amenorrhea, Pro- 
Duosterone is not only diagnostic 
but therapeutic, serving as the first 
treatment to re-establish the normal 
cycle. When pregnancy exists, pro- 
gestational medication, indicated as 
a protective measure in habitual 
abortion,’ may be considered bene- 


ficial. 


Precautions ¢ I[n patients with his- 
tories of long-standing amenorrhea 
or functional irregularity, Pro-Du- 
osterone does not always give a 
clear-cut, satisfactory result. Pa- 
tients of this type make up the few 
unsuccessful cases thus far record- 
ed. The age of the patient, history 
of previous menstrual irregularities, 
and sensitivity of the endometrium 
must be carefully considered where 
pregnancy is doubtful despite the 
nonoccurrence of bleeding. 

The possibility of pregnancy need 
not be considered as a deterrent to 
the use of Pro-Duosterone. Stud- 
ies’! have shown that progesterone 
therapy in amenorrhea does not 
prove harmful if pregnancy exists. 
It has further been reported’ that 
“the progestogens are probably 
among the safest medications avail- 
able to use in either the pregnant 
or nonpregnant patient.” 
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Contraindications « There are no 
known contraindications to this es- 
trogen-progesterone pregnancy test. 


Clinical evidence »* Pro-Duoster- 
one appears to be nontoxic, harm- 
less, and remarkably free from un- 
desirable side effects. Only 3 patients 
reported slight to moderate nausea 
among 130 women treated.** 

In a series of 5 studies,’> 191 
women with amenorrhea were test- 
ed for pregnancy with oral Pro- 
Duosterone tablets. In the 112 pa- 
tients diagnosed as pregnant, the 
new test proved to be 96.4 per cent 
accurate. Failure to induce with- 
drawal bleeding occurred in only 4 
patients in the nonpregnant group; 
these 4 had long histories of func- 
tional irregularities and amenorrhea. 
Thus the new test had a 95.8 per 
cent validity for the 191 women 
examined. Of 121 patients tested 
by, the Aschheim-Zondek ar serum- 
frog methods, 16 failures were not- 
ed, for a diagnostic accuracy of 86.8 
per cent. 

Hayden’ reported parallel find- 
ings in an earlier series of 102 pa- 
tients to whom progesterone was 
given orally, parenterally, or by 
vaginal suppository. Diagnostic ac- 
curacy of the method was reported 
to be 100 per cent. 


References ¢ 1. Brunor, E., Clini- 
cal communication, 1958. 2. 
Schwartz, H. A., Clinical communi- 
cation, 1958. 3. Schwartz, H. A., 
Clinical communication, 1959. 4. Al- 
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+-#-HL, J. Florida M. A. 45:655, 1958. 
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liams & Wilkins Co., Baltimore, 
1941. 11. Rakoff, A. E., Am. J. 
Obst. & Gynec. 51:480. 12. 
Schwartz, H. A., Am. J. Obst. & 
Gynec. 59:213, 1950. 13. Osol, A., 
and Farrar, G. E., Jr., U.S. Dis- 
pensatory, ed. 25, J. B. Lippincott 
Co., Philadelphia, 1955, pp. 550, 
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Dosage ¢ For diagnosis of preg- 
nancy: One Pro-Duosterone tablet 
with each of 3 daily meals and one 
at bedtime, for 3 consecutive days. 

For amenorrhea and dysfunction- 
al uterine bleeding: Four tablets 
daily for 3 consecutive days, to be 
repeated beginning on the twenty- 
third day of subsequent cycles. 

For habitual abortion: One or 
two tablets daily during the first and 
second trimesters until fetal viabil- 
ity is 

For infertility: Four tablets daily 
for 3 consecutive days, beginning on 
the twenty-third day of the cycle 
and continuing for five or six cycles. 


How supplied ¢ Pro-Duosterone 
tablets are supplied in bottles of 
twenty-four pink tablets, enough for 
two pregnancy diagnoses. 


Manufacturer « Roussel Corpora- 
tion, 155 East 44th St., New York 
17, N.Y. 
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SINGOSERP 


Indications ¢ Singoserp is indicat- 
ed for the treatment of most forms 
of arterial hypertension, including 
pre-eclampsia and essential hyper- 
tension associated with pregnancy 
It also slows rapid heart rate. 


Composition ¢ Singoserp (syro- 
singopine Ciba) is a new synthetic 


analog of reserpine. 


Pharmacologic action Singoserp 
seems to exert its antihypertensive 
effect primarily through a periph- 
eral action; contrary to convention- 
al rauwolfia derivatives, it appears 
to have only a very small influence 
on brain centers. Although Singo- 
serp is approximately equal to res- 
erpine in its ability to lower blood 
pressure, it is remarkably free from 
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the side actions of this and other 


conventional rauwolfia products 
such as the whole root, the alseroxy- 
lon fraction, rescinnamine, and de- 
serpidine, Nasal congestion, usually 
mild, occurs occasionally and may 
be relieved by a suitable topical 
vasoconstrictor. Other side effects. 
which occur even less frequently, 
are gastric irritation, drowsiness, 
fatigue, nausea, headache, emotional 
depression, skin rash, restlessness, 


and anxiety. 


Advantages ¢ In many patients, 
Singoserp alone will provide satis- 
factory control of hypertension. It 
is especially advantageous for pa- 
tients unable to tolerate the side ef- 
fects of natural rauwolfia products. 
In patients requiring more potent 
agents for hypertension control (for 
example, hydralazine, hydrochloro- 
thiazide, ganglion-blocking agents) 
Singoserp often provides effective 
basal medication. The drug has a 
wide margin of safety and an ex- 
cellent therapeutic index, which per- 
mit individualization of dosage. 


Precautions ¢ Since rauwolfia prep- 
arations are known to stimulate the 
secretion of gastric fluids, caution 
should be exercised in administering 
Singoserp to patients with peptic 
ulcer and to those whose histories 
are suggestive of this disorder. 
Marked hypotension has _ been 
reported in patients undergoing an- 
esthesia while being treated with 
conventional rauwolfia drugs. 
Therefore it may be desirable to re- 
duce or discontinue the dosage of 


Singoserp several weeks before an 
elective surgical operation. 

Reports of emotional depression 
associated with the use of Singoserp 
have been rare and therefore are 
difficult to interpret as yet. More- 
over, a number of patients mani- 
festing symptoms of depression 
during treatment with conventional 
rauwolfia drugs either have not had 
a recurrence of those symptoms or 
have actually experienced relief of 
them when given Singoserp in doses 
producing adequate control of blood 


pressure. 


Dosage « New patients: Average 
initial dose is one to two tablets (1 
to 2 mg.) daily. Some patients may 
require and will tolerate three or 
tablets 
dose in most cases will range from 
one half to three tablets (0.5 to 3.0 
mg.) daily. 


more daily. Maintenance 


When necessary for 
adequate control of blood pressure, 
more potent agents may be used ad- 
junctively with Singoserp in doses 
below those required when they are 
used alone. 

Patients taking other antihyper- 
tensive agents: Add one to two 
Singoserp tablets daily. Dosage of 
other agents should be revised 
downward to a level affording maxi- 
mal control of blood pressure and 
minimal side effects. 


How supplied « Tablets, 1 mg., 
white, scored ; bottles of 100. 


Manufacturer ¢ Ciba Pharmaceu 


tical Products Inc., 556 Morris Ave., 
Summit, N.J. 
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ATRATAN® 


Indications ¢ Atratan is indicated 
for patients with symptoms of 
smooth-muscle spasms, specifically 
ureteral colic (acute and chronic), 
and postinstrumentation spasm in 


urologic cases. 


Composition « Each tablet con- 
tains Tantropin (atropine tannate) 
1 mg. 


Pharmacologic action « The atro- 
pine tannate is combined with the 
Durabond principle of repository 
release, which relies on the function 
of a large molecular protocolloidal 
complex not active in itself. The 
combination enhances the pharma- 
cologic responses of atropine sulfate 
by providing fast initial spasmoly- 
sis, and at the same time sustains 
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atropine action for hours with a 
minimum of side effects. This drug 
is classified as an antispasmodic 
anticholinergic. 


Advantages ¢ In renal colic, the 
drug affords rapid initial spasmoly- 
sis followed by continuous relief, in 
most cases, for an extended period 
Narcotic requirements are eliminat- 
ed or reduced, and side effects are 
minimal. 


Precautions ¢ The side effects of 
Atratan are those that may be ex- 
pected from atropine alone, but are 
usually much less severe. In general 
the side effects do not necessitate 
the restriction of treatment. 


Contraindications *« Atratan is 
specifically contraindicated pa- 
tients with glaucoma. 


Clinical evidence ¢ 1. Cavillite, C. 
J., and Jewell, R. J., Am. Pharm. 
A. (Scientific Edition) 47:165, 
1958. 2. Report on new repository 
principle, Med. Sci. 3:376, 1958. 3. 
Thomley, M. W., and others, Scien- 
tific Exhibit, A.M.A. Twelfth Clini- 
cal Meeting, 1958. 


Dosage ¢ In the majority of cases, 
one tablet every 4 hours. In severe 
cases, combined use with a narcotic 
is recommended initially, to be fol- 
lowed with Atratan alone, one tab- 
let every 4 hours to prevent re- 
curring attacks. 


How supplied « In bottles of 50 
tablets. 


Manufacturer ¢ Irwin, Neisler & 
Co., 434 N. Morgan St., Decatur, 
Till. 
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CHLOROMYCETIN® 
SUCCINATE 


Indications ¢ Parenteral therapy 
in upper respiratory infections, 
acute laryngotracheobronchitis, 
bronchopneumonia, Hemophilus 
influenzae meningitis, Rocky Moun- 
tain spotted fever, shigella dysen- 
tery, salmonella enteritis, Escheri- 
chia coli gastroenteritis, Staphylo- 


coccus aureus septicemia. 


Composition Chloromycetin Suc- 
cinate (chloramphenicol sodium 
succinate), a broad-spectrum anti- 
biotic, is the sodium salt of the acid 
monosuccinate ester of chloroam- 
phenicol, containing by weight 72.6 
per cent chloroamphenicol. 


Pharmacologic action « The drug 
is highly soluble in water, physi- 
ologic saline solution, 5 per cent 
dextrose in water, and various other 
parenteral fluids. When adminis- 
tered parenterally the Succinate es- 
ter is hydrolyzed to release active 
chloramphenicol in the tissues and 


body fluids. Following a therapeu- 
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tic dose, intramuscular or subcuta- 
neous, demonstrable levels are found 
in the blood for periods exceeding 
hours. injection 


results in 


Intravenous 
immediate therapeutic 
concentrations of chloramphenicol 
persisting up to 8 hours. Chloram- 
phenicol, in contrast to the intact 
Succinate ester, readily 
through tissue membranes including 
the blood-brain barrier. The great- 
er part of the dose of Chloromycetin 
Succinate is excreted through the 


kidneys within 24 hours. 


passes 


Advantages ¢ The compound is es- 
pecially suitable for parenteral ther- 
apy by any of the common routes, 
because of its high solubility, ease 
of preparation, and freedom from 
local or systemic side effects. Its 
flexibility of use and production of 
minimal tissue reaction at the injec- 
tion site offer special advantages in 
pediatrics. Its high solubility makes 
possible its use in aerosol sprays. 


Precautions ¢ Certain blood dys- 
crasias (aplastic anemia, thrombocy- 
topenic purpura, granulocytopenia, 


pancytopenia) have been associated 
with the administration of chloram- 
phenicol. It is essential that ade- 
quate blood studies be made when 
prolonged or intermittent adminis- 
tration of this drug is required. 
Chloramphenicol should not be used 
indiscriminately. 

As with other antibiotics, the use 
of Chloromycetin Succinate may re- 
sult in an overgrowth of nonsuscep- 
tible organisms, particularly Mo- 
nilia.. Constant observation of the 
patient is essential, so that measures 
may be taken to combat any new 
infections as they appear. 


Contraindications Minor infec- 
tions; blood dyscracias as revealed 


by precautionary blood studies. 


Clinical evidence ¢ In the treat- 
ment of 39 infants and children 
with a variety of bacterial infec- 
tions, Chloromycetin Succinate was 
injected intravenously in about half 
of the group and intramuscularly in 
the others. The results were classi- 
fied as good in 35 patients and fair 
to poor in 4. (Ross, S., Puig, J. R., 
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and Zaremba, E. A., Antibiotics 
Annual 1957-1958, p. 803) 

An aerosol spray incorporating 
Chloromycetin Succinate was used 
in a group of 15 patients with 
chronic infection of the bronchial 
tree associated with obstructive em- 
physema, postsurgical complications, 
or other respiratory disabilities. The 
treatment was effective in bringing 
about bacteriostasis and clearing the 
purulent sputum in the most severe 
cases of chronic obstructive emphy- 
sema. No sensitivity reactions were 
observed. (Payne, H. M., and 
Hackney, R. J., Jr., Antibiotics An- 
nual 1957-1958, p. 821) 

A group of 7 patients with acute 
ulcerative colitis showed both sub- 
jective and clinical improvement 
following treatment with Chloromy- 
cetin Succinate intramuscularly 
daily for 7 to 10 days. Other studies 
indicate that the drug was effective 
in 23 of 25 cases of H. influenzae 
meningitis. (Unpublished data, 
Clinical Investigation Department, 
Parke, Davis & Company, 1958) 

Additional studies: Glazko, A. J., 
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and others, Antibiotics Annual 1957- 
1958, p. 792. McCrumb, F. R., Jr., 
Synder, M. J., and Hicken, W. M., 
Antibiotics Annual 1957-1958, p. 
837) 


Dosage ¢ For the adult, a dose of 
1 gram every 6 to 8 hours is sug- 
gested. For children, a dose of 100 
mg. per kg. of body weight per day 
given in divided doses at 6 to 8 hour 
intervals is recommended. Total 
dose in children should not exceed 
the adult dose of 1 gram except in 
meningitis, where doses of 200 mg. 
per kg. of body weight per day are 
used. For premature infants the 
suggested dose is not more than 25 
mg. per kg. per 24 hours in divided 
doses at 6 to 8 hour intervals. For 
full-term newborn infants less than 
a month old, a dose of not more 
than 50 mg. per kg. every 24 hours 
in divided doses is recommended. 


Methods of administration: 1. In- 
travenously—a 10 per cent solution 
injected over a 1-minute interval. 
The reconstituted solution can be 
added to any appropriate volume of 


parenteral fluid for intravenous in- 
fusion. 2. Intramuscularly—a 25 to 
40 per cent solution injected deep 
into the muscle at one of the com- 
mon sites. 3. Subcutaneously—as a 
10 per cent solution injected through 
a short, small-gauge needle. The 
concentrated solution can be added 
to fluids for subcutaneous clysis. 4. 
For nebulization, the drug may be 
dissolved in a mucolytic preparation 
in a concentration of 180 mg. per 
cc.; 5 to 8 drops of isoproterenol 
hydrochloride 1:200 solution’ are 
added, and the solution is adminis- 
tered by an intermittent positive 
pressure breathing apparatus. 

Therapeutic blood levels are ob- 
tained most rapidly by the intrave- 
nous route and most slowly by the 
subcutaneous route. 


How supplied ¢ Chloromycetin 
Succinate is supplied in 10 cc. Steri- 
Vials, each containing the equivalent 
of 1 gram of chloramphenicol, pack- 
ages of one and ten. 


Manufacturer ¢ Parke, Davis & 
Company, Detroit 32, Michigan. 
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FORMATRIX* 


Indications « Postmenopausal os- 
teoporosis (after natural or artificial 
menopause), Osteoporosis due to 
immobilization—atrophy of disuse 
(patient with fracture, bedridden, 
inactive), corticosteroid osteoporo- 
sis following cortisonelike hormone 
therapy, osteoporosis due to malnu- 
trition (notably protein depletion 
and vitamin C deficiency ). 


Composition Each Formatrix 
tablet contains 1.25 mg. conjugated 
estrogens equine (Premarin), 10 
mg. methyltestosterone, and 400 mg. 
ascorbic acid. 
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Pharmacologic action « The drug 
is specially formulated to relieve low 
back pain and promote healing of 
fractures in osteoporosis (bone ma- 
trix atrophy). It provides three 
important bone-building materials 
for matrix formation: estrogen to 
stimulate osteoblastic function, an- 
drogen to promote protein synthesis, 
and vitamin C to produce and main- 
tain cement substance of bone ma- 


trix. 


Dosage * One tablet daily. In 
female patients, a rest period of 1 
week is recommended between the 
21-day courses of treatment. The 
regimen is continued for 6 to 12 


months; the patient is then main 
tained on Premarin tablets alone, 
given cyclically. In male patients, 
the status of the prostate gland 
should be carefully observed during 
protracted treatment. Adjunctive 
measures should include a_high- 
protein diet. Immobilization should 
be minimized, to insure -the stress 
and strain necessary for bone re- 


pair. 


How supplied ¢ Prescription only ; 
bottles of 60 and 500 tablets. 


Manufacturer ¢ Ayerst Laborato- 
ries, 22 E. 40th St., New York 16, 
N.Y. 


*Trademark of related company. 
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Current Literature 


The salicylate problem with 
special reference 
to methyl salicylate 


> THE PLEASANT opor and the high concentration of 
. salicylate in methyl salicylate (wintergreen oil) make 
it an especially hazardous substance to children, say 
Howard M. Cann, M.D., and Henry L. Verhulst, M.S., 
in the September 1958 issue of The Journal of Pedi- 
atrics. A teaspoon of wintergreen oil contains 45 grains 
of salicylate, an amount that may be fatal jn children. 
There were 28 deaths from accidental ingestion of this 
preparation in the United States in 1951 and 34 deaths 
in 1952 

When ingestion has occurred, prompt emptying of 
the stomach is indicated. Any ingestion of oil of win- 
tergreen should be considered a medical emergency. 
Since wintergreen oil delays stomach emptying, gastric 
lavage may be used effectively up to 6 hours after 
ingestion and should be performed. Lack of symptoms 
after ingestion does not indicate a favorable prognosis. 
After emptying the stomach the patient should be ob- 
served closely for the next 24 hours. In severe cases 
of salicylism, use of the artificial kidney or exchange 
transfusion should be considered. Fluids should be 
given intravenously, or orally in mild cases, and glu- 
cose may be of value in combating ketosis. During the 
early alkalotic stage hypotonic saline solutions may be 
given; base therapy in this stage may lead to tetany, 
convulsions, and death. Barbiturates, paraldehyde, and 
morphine are contraindicated because of their syner- 
gistic effect. The public should be advised of the tox- 
icity and lethal potential of wintergreen oil. Proper 
labeling is apparently not enough; in 2 of the authors’ 
cases such a warning was not heeded. In all three of 
the cases a physician was contacted, but in none was 
the stomach emptied. Proper therapy was delayed in 
all cases and all were fatal. 


Some unsolved problems of gout 


P PARADOXICALLY, THE MYSTERIOUS phenomena that 
characterize gout have multiplied rather than decreased 
while treatment has been growing more success- 
ful. William S. Hoffman, M.D., in the March 1959 
issue of The Medical Clinics of North America, points 
out that although attacks of gout can be alleviated and 
diminished, the fundamental problems of the disease 
remain unsolved, and the mode of action of certain 
modern drugs raises many questions. 

’ Improved diagnostic methods have led to earlier 
diagnosis ; studies on the biosynthesis, metabolism, and 
excretion of uric acid have brought better insight into 
pathogenesis ; new methods of treatment quickly relieve 
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suffering in the acute attack and reduce the disabling 
effects of chronic gout. The role of hyperuricemia is 
apparent but not well understood, although it can be 
controlled artificially by probenecid or other uricosuric 
agents. On the other hand, colchicine too is specifically 
beneficial although it has no known effect on uric acid 
metabolism. It is well known that gout in a young per- 
son is always severe, and in a person over 60 it is mild, 
but there is no clue to the reason for this. The various 
precipitating factors of an acute attack have been iden- 
tified as associated with a sudden increase in secretion 
of adrenocortical hormone followed by a decline, and 
remissions can be quickly produced by small doses of 
ACTH. Although it seems likely that some precursor 
of uric acid, rather than uric acid itself, is directly re- 
sponsible for acute attacks, no such precursor has been 
found. 

Colchicum has been used in gout for at least 1,400 
years, and its purified principle, colchicine, is still the 
drug of choice, although its mechanism of action is un- 
known. Probenecid has greatly modified the course of 
the disease and removed the necessity for dietary re- 
strictions. These drugs, with corticotropin, have radi- 
cally changed the morbidity and prognosis in gout. 


Wilms tumor: improved results 
with modern therapy 


> seForE 1934, Wilms tumor could be expected to 
kill about 90 per cent of the children affected, whereas 
the mortality rate at present is probably less than 60 
per cent, according to a report by John K. Lattimer, 
M.D., Meyer M. Melicow, M.D., and Aurelio C. Uson, 
M.D., in the New York State Journal of Medicine, 
February 1, 1959. Moreover, when the incidence is 
considered from the standpoint of age groups, it is 
found that among children treated before the age of 1 
year the mortality rate is only about 10 per cent. The 
authors stress the point that a complete physical ex- 
amination of a newborn infant should include a careful 
and systematic palpation of the abdomen, and that 
periodic clinical check-ups should be carried out there- 
after. Any child with fever of unknown origin, pyuria, 
hematuria, or any other urinary symptom, with or with- 
out an abdominal mass, should have a thorough urologic 
investigation. These measures should bring about earlier 
diagnosis and thus increase the number of cases with a 
favorable prognosis, according to the findings of this 
study. 

Of 71 cases observed at the Columbia-Presbyterian 
Medical Center, New York, the 25 recorded before 
1933 showed an over-all survival rate of 9 per cent. 
Of the 46 cases observed between June 1934 and June 
1956, 42 could be treated, and this group showed a sur- 
vival rate of 38 per cent. The youngest patient was 4 
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days old, the oldest 8 years; it was apparent that the 
disease was much more amenable to treatment in chil- 
dren under 2. The urographic study was the most im- 
portant single procedure in confirming the clinical diag- 
nosis of Wilms tumor. Roentgenograms of the chest 
and skeleton were taken to rule out metastasis; when 
this occurred it was usually in the lungs. In treatment, 
the best results were obtained with prompt nephrectomy 
followed by immediate postoperative radiotherapy. 
Careful analysis of the results of treatment in all cases 
showed that in general the prognosis is favorable if the 
tumor is removed during the first year of the patient’s 
life, if it is localized to the lower pole, if it can be re- 
moved with capsule intact, and if neither invasion nor 
metastasis is present. 


Whole blood transfusions in 
surgical practice 


P IMPROVED TECHNICS of whole blood transfusion 
have reduced but by no means eliminated the hazards 
of transfusion, according to this review by Thomas W. 
Shields, M.D., and Walter A. Rambach, M.D., in The 
Surgical Clinics of North America, February 1959. It 
has been reported that adverse reactions occur in 3 to 5 
per cent of transfusions, and that the procedure causes 
death in 1 of every 1,000 to 3,000 transfusions. The 
hazards of whole blood transfusions are such that its 
indiscriminate use is to be condemned, and it is essen- 
tial for the surgeon to understand the value and the 
limitations of the use of whole blood in his practice. 
Simple pyrexic, bacterial, and allergic reactions are 
treated symptomatically ; in the case of serum sickness 
with fever, ACTH is indicated. The transmission of 
homologous serum jaundice is one of the most serious 
complications ; death may result from fulminating liver 
damage. Since there is no practical method for detect- 
ing the presence of or destroying the virus in whole 
blood, great care must be exercised in the selection of 
donors. Syphilis and malaria may also be transmitted 
by whole blood. Biochemical and mechanical disturb- 
ances account for many adverse reactions, air embolism 
being especially hazardous, and incompatibilities still 
occur sometimes. The authors discuss means of pre- 
vention as well as treatment of such hazards. The indi- 
cations for whole blood transfusions are presented 
according to three groups: preoperative, operative, and 
postoperative. The authors direct particular attention 
to a more quantitative estimation of blood requirements 
and a more judicious use of whole-blood transfusions. 


Use of the lateral thigh for 
intramuscular injection 


> COMPLICATIONS FOLLOWING intramusclar injections 
are extremely serious and may cause total disability, ac- 
cording to this review article by Wendell M. Levi, Jr., 
M.D., and Bernard E. Ferrara, M.D., in Clinical Medi- 
cine for April 1959. Although such complications are 
relatively uncommon, their seriousness leads the au- 
thors to stress the advantage of the lateral thigh as the 
preferred site for intramuscular therapy. 

According to the reports reviewed, considerable 
damage to peripheral nerves has resulted from gluteal 
injections of sulfapyridine, penicillin, streptomycin, and 
dihydrostreptomycin. Slight neurologic changes have 
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been found after experimental circumneural injection 
of saline or Novocain. Cases of almost complete radial 
and sciatic paralysis have been reported following intra- 
gluteal injections of penicillin. The peripheral neurop- 
athy when it occurs is due to the toxic effect of the 
drug on the nerve tissue, as well as to the resulting in- 
flammatory changes. Paralysis may be immediate or 
delayed, and irreversible. External neurolysis is recom- 
mended if progressive improvement does not occur 


‘ within about 3 weeks. 


The lateral thigh is easily accessible ; no vital struc- 
tures are involved; there is ample muscle mass to ac- 
commodate repeated large injections; the muscle belly 
is easily reached beneath the tensor fasciae latae. The 
area is not subjected to the constant trauma of sitting 
and lying, and pain fibers are not as abundant as in the 
gluteal area. It is the authors’ hope that the medical 
and nursing professions will realize the potentially dire 
medical and legal consequences of conventional intra- 
muscular therapy, and will give injections only into the 
lateral aspect of the thigh. 


Pain in the shoulder and arm 


> IN THE Journal of the American Medical Associa- 
tion, February 21, 1959, appear five papers constituting 
a symposium on the diagnosis and treatment of pain in 
the shoulder and arm. 

John W. Pender, M.D., in discussing “Basic Con- 
cepts about Shoulder-Arm Syndrome,” describes the 
syndrome as a painful disability following an injury 
that may have been serious but more likely was trivial. 
The continuation of pain, swelling, and loss of function 
seems to represent a derangement of sympathetic nerve 
impulses. When the sympathetic outflow to the area is 
blocked, the injured tissue can begin to heal, aided by 
physical therapy. It is extremely important to rule out 
every possibility of fracture, dislocation, or neuroma, 
before nerve-block treatment is begun. In addition to 
the physical component, there is a psychologic com- 
ponent that requires special attention and careful han- 
dling by the physician; for some patients, sympathetic 
encouragement is enough, while others require psychi- 
atric treatment. 

Pain in the shoulder and arm is often neurogenic, 
the result of disease in the spine, brachial plexus, or 
peripheral nerves in the extremity, according to Paul C. 
Bucy, M.D., and H. R. Oberhill, M.D. Of the many 
possible types of lesions, the authors discuss symptoms 
and treatment for a few of the most representative. 
They favor conservative treatment by bed rest and 
traction in cases of herniated cervical intervertebral 
disk, and conservative surgical treatment if traction 
fails. Spinal cord tumors are usually easily recognized 
and successfully removed. The brachial plexus may be 
involved by trauma, cervical rib, scalenus anterior syn- 
drome, carcinoma of the lung, or in rare cases by 
aneurysm of the subclavian artery. With accurate diag- 
nosis and careful evaluation of the lesions, surgical 
operation often affords prompt relief. Peripheral nerve 
involvement through trauma or occasionally glomangi- 
oma is also best treated by surgical procedures. 

Visceral causes of pain in the shoulder and arm 
are discussed by Edward H. Morgan, M.D. The ab- 
sence of objective findings at the site of the pain may 
indicate a remote source, such as disease of the cardio- 
vascular, respiratory, gastrointestinal, or genitourinary 
system. The author describes two cases of apical. pul- 
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monary neoplasm in which the chief symptom was pain 
in the shoulder. In his experience a common cause of 
shoulder pain is pulmonary infarction involving the 
diaphragmatic surface of the lung. Rupture in an ec- 
topic pregnancy often first shows as shoulder pain, and 
carcinoma of the renal cortex frequently produces 
shoulder pain by metastasis to the head of the humerus. 
In general, pain in the trapezius ridge reflects dia- 
phragmatic irritation ; pain in the left pectoral and ulnar 
areas is likely to be myocardial ; pain in the right scapu- 
lar region suggests biliary origin. Pain of visceral 
origin rarely appears in the deltoid region, however ; 
here it indicates intrinsic disease of the shoulder. 

The important of understanding the mechanics of 
the shoulder joint is emphasized by Jesse T. Nicholson, 
M.D., and Henry S. Wieder, Jr., M.D., in their dis- 
cussion of pain that is localized in the joint. The shoul- 
der joint depends on tendon insertions and a balance of 
the scapular humeral muscles for function and stability. 
Musculotendinous lesions tend to become chronic in 
patients over 40 years old. The early recognition of in- 
juries to the tendinous-capsular cuff, treatment by 
splints or surgical repair, and management of arm in- 
juries with elevation and neutral position of joints, 


Books for review which were received during the period 
from May 5 to June 5 are listed on advertising pages A-142, 
A-144, A-146, and A-151. Reviews of these books will be pub- 
lished as space permits. . 


>» PRACTICAL DERMATOLOGY. By George M. Lewis, 
M.D., F.A.C.P.; Professor of Clinical Medicine (Dermatology), 
Cornell University Medical College; Attending Dermatologist, 
The New York Hospital. Ed. 2. Cloth. Pp. 363, with illustra- 
tions. Price $8.00. W. B. Saunders Company, West Washing- 
ton Square, Philadelphia 5, 1959. 


It is a real pleasure to review this book. The 
author states in the preface that the book “was written 
to have a concise and well-illustrated text,” and that is 
an exact description. The book is of a standard size, 
363 pages, but less than one inch thick. It is liberally 
illustrated, having a total of 555 illustrations. The 
author never uses two words where one will suffice. 
Consideration of variable opinions in etiology is left 
for those texts characterized by verbal effluvium. The 
coverage is eminently throrough for a text of this size. 

Pearls of wisdom from practical experience show 
through on occasion, as illustrated by a comment that 
antimalarials used in psoriasis occasionally will cause 
exfoliative dermatitis. The comments in the section on 
Dermatological Formulary reinforce this impression, as 
for example, “zirconium which supposedly neutralizes 
oleoresin of poison ivy,” and the stress by repetition of 
the “sensitive index,” high or low, to bases of oint- 
ments. 

Each disease is introduced by a concise statement 
one or two sentences in length. A pointed desscription 
of symptoms follows. If differential diagnosis is of im- 
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followed by early graduated exercise for all joints, 
results in early rehabilitation. Referred pain, in addi- 
tion to that from neurogenic or visceral sources, may 
originate in structural or postural defects; treatment 
may include traction, supportive collar, head posture, 
and neck exercise. 

Physical treatment can be most effective in reliev- 
ing pain in the shoulder and arm, according to Paul A. 
Nelson, M.D. Since the treatment varies according to 
the cause of the pain, accurate diagnosis of the under- 
lying pathologic condition is extremely important. Pain 
without limitation of shoulder motion is usually re- 
ferred, and physical treatment is directed to the source, 
if possible. In pain associated with limitation of motion, 
there is usually primary or secondary pathologic in- 
volvement of the structures in the shoulder girdle. The 
treatment, which shouid be given by a qualified physical 
therapist, is directed toward relieving pain and spasm, 
improving circulation and metabolism, and restoring 
range, strength, and function. The physician must exert 
sound clinical judgment in selecting and prescribing 
specific procedures, in consideration not only of desired 
results but the physical tolerance of the patient. 


TRIS WHS S 


port, the diseases of possible confusion are named 
without argumentative pro’s or con’s. Etiology is stated 
if known, but not debated if unknown. Discussion of 
treatment is direct, without fringe benefits of a verbal 
plethora. 

This is an excellent text for teaching undergradu- 
ate students, and one they could carry on through in- 
ternship and into practice. I would also recommend this 
book for any physician in practice who wants an up-to- 


date reference which is easy to use. 
A. P. D.O. 


® INSTRUMENTATION IN ANESTHESIOLOGY. By 
William H. L. Dornette, M.D., Professor of Anesthesiology 
and Head of the Department, The University of Tennessee Col- 
lege of Medicine, Memphis, Tennessee; Anesthesiologist-in- 
Chief, The John Gaston Hospital; and Verne L. Brechner, 
M.D., Assistant Professor of Anesthesiology, The University 
of California School of Medicine, Los Angeles, California. 
Cloth. Pp. 242, with illustrations. Price $8.00. Lea and Febiger, 
Washington Square, Philadelphia 6, 1959. 


After perusing this small book of 242 pages, there 
comes to mind a statement made by some unknown 
anesthesiologist some time ago to the effect that anes- 
thesiologists, besides being practicing physiologists, 
pharmacologists, and clinicians, will now have to ac- 
quire degrees in electrical engineering and physics in 
order to properly understand the various machines they 
are being asked to buy and use, I am sure that remark 
was made with “tongue in cheek.” 

At any rate, here is a small volume that attempts to 
explain various types of apparatus applicable to physio- 
logic monitoring during clinical or research anesthesia. 
The senior author is a well known national figure who 
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has long held the concept that the five senses utilized 
daily in anesthesia must be implemented as the com- 
plexity of modern operative procedures and anesthesia 
technics increases, 

The reader will find that this text will give him a 
basic understanding of the physics involved in the func- 
tioning of the various monitoring devices. The anes- 
thesiologist who is contemplating investing in any of 
the monitoring devices would do well to read this book. 

A. A. Gotpen, D.O. 


» PAIN. By Harold G. Wolff, M.D., Professor of Medicine 
(Neurology), Cornell University Medical College, New York 
City; and Stewart Wolf, M.D., Professor and Head, Depart- 
ment of Medicine, University of Oklahoma School of Medicine, 
Oklahoma City, Oklahoma. Ed. 2. Cloth. Pp. 121, with illus- 
trations. Price $4.25. Charles C Thomas, Publisher, 301-327 
East Lawrence Avenue, Springfield, Illinois, 1958. 


The particular aim of this monograph on the sub- 
ject of pain is to provide a synthesis of thinking for 
theoretical considerations and to serve as a manual of 
practice for the physician. Other recently published 
works deal with various phases of pain, such as its 
history, physiology, or treatment; this work incorpo- 
rates certain phases of the latter two of these, classifies 
data, and supplies information on diagnosis. Numerous 
diagrams and well-drawn illustrations augment the text. 
The current edition has been revised to incorporate the 
latest research findings, and should find the same popu- 
lar acceptance as its predecessor. 


> MODERN CLINICAL PSYCHIATRY. By Arthur P. 
Noyes, M.D., Superintendent, Norristown State Hospital, Nor- 
ristown, Pennsylvania; and Lawrence C. Kolb, M.D., Professor 
and Executive Officer, Department of Psychiatry, College of 
Physicians and Surgeons, Columbia University; Director, New 
York State Psychiatric Institute. Ed. 5. Cloth. Pp. 694. Price 
$8.00. W. B. Saunders Company, West Washington Square, 
Philadelphia 5, 1958. 


This is a new edition of an old and well-established 
textbook. It is a work that has been seasoned by years 
of use in the teaching of undergraduates and as such 
covers the field rather thoroughly. As is necessary in 
the rather fast-moving world of medicine, this edition 
represents not only the advances in the field, but also 
the more modern terms and language of the specialty. 
For example, to illustrate today’s thinking, there is 
this discussion: 

For a long time psychiatrists have placed much emphasis 
on a supposed distinction between psychoses and psychoneuroses. 
. .. It is increasingly accepted that not only do such disorders 
as the psychoneuroses but also schizophrenia, manic-depressive 
psychosis, involutional psychosis and the various paranoid states 
belong among those in which psychodynamic factors are largely 
or solely operative. To a constantly greater extent it is felt by 
psychiatrists that there are no such differences in the funda- 
mental nature of psychogenic disorders as to warrant the 
present rigid and meticulous distinction between psychoses and 
psychoneuroses. . . . There is an unbroken line of continuity 
from the “normal” through the neurosis to the psychosis. 


The additions to the text are to a great extent in- 
cluded in final chapters, which are entitled Child 
Psychiatry, Shock and Other Physical Therapies, Psy- 
chotherapy, Pharmacological Therapy, and Psychiatry 
and the Law. However, throughout, the revision has 
incorporated the accepted classification of the American 
Psychiatric Association in separating the psychiatric 
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entities for discussion. This feature alone would make 
the book a useful reference, for there is a clear descrip- 
tion of each group. 

The chapter on examination is very well done, and 
includes a brief explanation of the place that psycho- 
diagnostic instruments play in the evaluation of these 
problems. This is a coming of age and a melding of 
psychologic and psychiatric disciplines which usage has 
brought about. It emphasizes that a modern psychia- 
trist is lacking in his equipment if he is not familiar 
with psychometrics. 

For an over-all one-volume coverage of the field 
of psychiatry, this book does as well as any available, 
It is a good foundation for the student and a reliable 
reference for the practicing physician. It is a work 
that is authoritative and practical. 

Tuomas J. Meyers, Ph.D., D.O 


> POLIOMYELITIS. Papers and Discussions Presented at 
the Fourth International Poliomyelitis Conference; Compiled 
and Edited for the International Poliomyelitis Congress. Cloth. 
Pp. 684, with illustrations. Price $7.50. J. B. Lippincott Com- 
pany, East Washington Square, Philadelphia 5, 1958. 


The Fourth International Poliomyelitis Confer- 
ence took place in Geneva, Switzerland, in 1957, and 
the proceedings have been made available in book 
form. The first section includes reports by the delegates 
on the status of the disease in their several countries; 
the balance is composed of papers and discussions pre- 
sented during the course of the Conference. As might 
be expected, the subject of vaccination was given con- 
siderable notice, as was basic research on the viruses 
that cause polio. The rest of the papers, except for 
minor presentations, concerned care of patients, par- 
ticularly those severely stricken with the disease. 

The authoritative presentations contained in this 
book make it timely in spite of the somewhat dimin- 
ished importance of the disease from an epidemiologic 
standpoint. Their publication is a reminder that polio 
is still a very present problem, and that it behooves the 
practitioner to keep abreast of the latest research on the 
subject. 


> RE-EDUCATION OF THE INJURED SHOULDER. 
By R. Barrie Brookes, F.C.S.P., Rehabilitation Officer, Bir- 
mingham Accident Hospital; Holder of the W. E. Diploma 
of the Association of Occupational Therapists. Cloth. Pp. 114, 
with illustrations. $3.50. E. & S. Livingstone, London. The 
Williams & Wilkins Company, exclusive U. S. agents, Mount 
Royal and Guilford Avenues, Baltimore 2, 1959. 


The “painful shoulder” is a perennial source of 
irritation to patient and doctor alike. The treatment is 
at best problematic ; at worst, it leaves the patient with 
a permanent disability. Volumes have been written, 
mostly by surgeons, regarding the diagnosis and treat- 
ment of shoulder lesions, but the equally important 
problem of restoring lost function has in general been 
left to the ingenuity and sagacity of individual physio- 
therapists. Mr. Brookes, whose experience is solidly 
based on a tremendous volume of clinical work at the 
Birmingham Accident Hospital in England, has written 
this little manual on the injured shoulder mainly to help 
physiotherapists, but physicians too will find it a highly 
practical and convenient handbook of treatment. 

“Re-education” is a good term, implying more 
than ordinary rehabilitation. Complete treatment of the 
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injured shoulder involves the encouragement of dy- 
namic atlitudes in the patient, as well as a concerted 
effort to retrain his muscles for the performance of old 
functions in new ways. The author emphasizes the 
problem of shoulder injury in middle age and beyond, 
because people at this stage are more susceptible to in- 
jury of the rotator cuff and to chronic disability. He 
discusses the anatomic and functional bases for the 
principal types of injury and their treatment, and out- 
lines specific programs of exercises whose efficacy has 
received thorough empirical testing. Although the book 
is small and the discussions brief, the presentation is 
remarkably comprehensive. 


>» FRACTURE SURGERY: A Textbook of Common Frac- 
tures. By Henry Milch, M.D., Emeritus Attending and Con- 
sulting Orthopedic Surgeon, Hospital for Joint Diseases, New 
York; and Rebert Austin Milch, M.D., Assistant Resident 
Surgeon, Peter Bent Brigham Hospital, Boston; with a chapter 
on anesthesia by Herbert D. Dubovsky, M.D., Director of Anes- 
thesiology, Easton Hospital, Easton, Pennsylvania. Cloth. Pp. 
470, with illustrations. Price $17.50. Paul B. Hoeber (Medical 
Book Department of Harper & Brothers), 49 East 33rd Street, 
New York 16, 1959. 


To strike a point midway between the small hand- 
book and the encyclopedic specialist’s guide is the aim 
of this book. Its intended audience is the student, 
surgical house officer, and general practitioner whose 
contact with fractures is occasional. In accomplishing 
this goal, the authors have kept in mind the problems 
that confront the intern or resident in the emergency 
ward of a large hospital; in such a situation, they have 
found, a reference work of largely pictorial nature is 
highly desirable. 

Their approach to the subject of fractures is based 
on the therapeutic principle of aligning the proximal 
and distal segments of the fractured bone; therefore, 
axial malalignments are described and illustrated with 
roentgenograms and drawings in order to point up 
their diagnosis and clinical consequences. The most 
common types are given the greatest emphasis; such 
subjects as pathologic fractures, spontaneous fractures 
occurring in certain metabolic conditions, and complica- 
tions such as fat embolism, thrombophlebitis, and pul- 
monary infarctions are not included in this text. How- 
ever, coverage is adequate in the fields that are included, 
and for its intended purpose it would seem that this 
book is admirably suited. 


>» THE TREATMENT OF DIABETES MELLITUS. By 
Elliott P. Joslin, A.M., M.D., Sc.D.; Physician, New England 
Deaconess Hospital; President, Diabetes Foundation, Inc. ; Clin- 
ical Professor of Medicine Emeritus, Harvard Medical School; 
Consulting Physician, Boston City Hospital; Howard F. Root, 
M.D., H.H.D.; Medical Director, Joslin Clinic; Physician, New 
England Deaconess Hospital; Consultant, Massachusetts State 
Infirmary, and Middlesex County Sanatorium; Priscilla White, 
M.D., Sce.D.; Physician, New England Deaconess Hospital ; 
Boston Lying-in Hospital; Assistant Professor in Pediatrics, 
Tufts University Medical School; and Alexander Marble, A.M., 
M.D.; Physician, New. England Deaconess Hospital; Assistant 
Clinical Professor of Medicine, Harvard Medical School; Sen- 
ior Associate in Medicine, Peter Bent Brigham Hospital; Con- 
sultant in Internal Medicine, Veterans Administration. Ed. 10. 
Cloth. Pp. 798, with illustrations. Price $16.50. Lea & Febiger, 
Washington Square, Philadelphia 6, 1959. 


A staggering total of 52,560 patients with diabetes 
or related conditions have consulted the authors of. this 
book during their years of practice, and most of their 
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now classic book is based upon this clinical experience. 
A major portion of it is concerned with complications 
and mortality studies rather than simple treatment, 
since the authors feel strongly that studies of this kind 
furnish most vital help in clinical management. In re- 
verse, they say unequivocally that most complications 
can be explained by failure to control the primary dis- 
ease; retinitis, nephropathy, and neuritis are cases in 
point, 
' This new edition contains an account of treatment 
by the oral route in at least 3,000 patients. The author’s 
conclusions to date are that this method does not re- 
place conventional insulin therapy, but is supplemen- 
tary, having particular usefulness in older patients with 
deficient eyesight. The book outlines other advances in 
treatment, hopeful research in prevention or delay of 
onset, changes in causes of death among diabetics, and 
the relation of diabetes to pregnancy. Almost all of the 
book has been thoroughly revised, although the same 
general format as in the previous edition has been fol- 
lowed. It may be expected that many a doctor will see 
fit to replace his old edition of the Joslin text with this 
new one; in some offices this procedure has been going 
on since 1917, when the first revised edition appeared. 


®» LONG-TERM ILLNESS. Management of the Chronical- 
ly Ill Patient. Edited by Michael G. Wohl, M.D., F.A.C.P.; 
Former Clinical Professor of Medicine (Endocrinology), Phila- 
delphia General Hospital and Temple University School of 
Medicine; Chief of Nutrition Clinic, Philadelphia General Hos- 
pital, Albert Einstein Medical Center; Attending Physician, 
Home for the Jewish Aged. Cloth. Pp. 748, with illustrations. 
Price $17.00. W. B. Saunders Company, West Washington 
Square, Philadelphia 5, 1959. 


The statement in the preface to this book, “If we 
cannot cure a patient suffering from chronic disease, 
we certainly can do a great deal for him,” could have 
come from the preface of any of a number of books 
being published these days. This attitude toward dis- 
ease would be given at least lip service by almost any 
physician. However, everyday practice is quite another 
case; even writers of books on long-term illness often 
allow the attitude of hopefulness to color what they say. 

This book is unique in its realistic but hopeful ap- 
proach. Its authors, most of whom are top-drawer 
medical educators, have set down what appears to be 
a sort of distillation of the wisdom they have learned 
through years of experience, in a style consistent 
enough to speak highly for the editors of the volume. 
This general consistency of attitude could be illustrated 
from many phases of the book, but a few random sam- 
ples which suggest the personal philosophy of the 
writers might be most graphic: : 

Bernard H. Hall, M.D., on chronic emotional ill- 
ness: 

I have yet to see a hopeless or untreatable psychiatric pa- 
tient... . Many of these illnesses are severe and embody a kind 
of carcinoma of the personality. But in all such patients, care- 
ful diagnostic and therapeutic scrutiny reveals that there are 
always things that can be done to improve the patient’s condi- 
tion. This may be by means of reducing the patient’s inner dis- 
comfort through prescribed medication or prescribed activity, 


or by simply attempting to increase his personal satisfactions in © 


life through a better program of nursing care. 
Doris H. Merritt, M.D., and W. C. Davison, M.D., 
on chronic diseases in children: 

It has always been our policy in all cases to keep the par- 
ents frankly informed of the child’s status, be it good or bad. 
Whenever we feel that the prognosis is grave or even fatal we 
initiate the offer to send the child to another clinical center for 
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confirmation of the diagnosis. When this suggestion is offered 
openly and freely at the first or second visit, it gives the par- 
ents the opportunity to talk over the possibility of getting an- 
other opinion without feeling disloyal. The almost inevitable 
decision is not to go elsewhere. . . . We strongly suggest that 
the child not be permitted to see the parent’s distress, that he be 
allowed to continue normal activities as long as he is able. A 
sensible amount of discipline we feel is mandatory to prevent 
the child, and they are all quick to sense when the bars are 
down, from becoming tyrannical and unhappy. 

J. Englebert Dunphy, M.D., and W. Bradford 
Patterson, M.D., on incurable cancer of the oral cavity : 

One must choose the most merciful way for such patients 
to die. Tracheal obstruction can be avoided by a tracheostomy, 
but the pros and cons must be carefully weighed. Mild degrees 
of obstruction may not cause the patient distress, but only lead 
to pulmonary complications which in the elderly or debilitated 
result in an easy death. In the face of a clearly hopeless situa- 
tion, tracheostomy and vigorous antibiotic therapy are ill advised 
since these measures only prolong an intolerable situation. 

Although these examples have been chosen from 
summaries of more serious conditions, adequate cov- 
erage is also given to conditions usually considered less 
major. There is a section on general principles of care, 
including rehabilitation, psychologic problems, multi- 
phasic screening, and nursing procedures, and then in- 
dividual consideration of a large number of specific 
conditions which cause long-term disability. An appen- 
dix lists rehabilitation centers located in the United 
States and Canada. 


®» RECENT STUDIES IN EPIDEMIOLOGY. Edited by 
J. Pemberton, M.D., M.R.C.P., D.P.H., Professor of Social 
and Preventive Medicine, The Queen’s University, Belfast; 
and H. Willard, M.D. Co-ordinator of Rehabilitation, Cornell 
University Medical College. For the International Correspond- 
ing Club. (Preventive and Social Medicine).- Cloth. Pp. 203. 
Price $5.75. Charles C Thomas, Publisher, 301-327 East Law- 
rence Avenue, Springfield, Illinois, 1958. 


The proceedings of a study group on epidemiologic 
research which met in Holland in the fall of 1957 are 
presented in this book. The information contained is of 
a highly specialized nature, but its purpose is actually 
to furnish examples of methods used in epidemiologic 
research. As such, it is of considerable value; it con- 
tains suggestions as to how this research can be carried 
out, the problems associated with it, and the kind of re- 
sults that can be obtained. The studies illustrate five 
general approaches: Use of existing morbidity and 
mortality records, the field survey, evaluation of health 
needs and services by the epidemiologic method, appli- 
cation of the epidemiologic method to problems in men- 
. health, and general practice as a field for epidemi- 
ology. 


> OUTLINE OF FRACTURES. Including Joint Injuries. 
By John Crawford Adams, M.D. (London), F.R.C.S. (Eng- 
land) ; Consultant Orthopaedic Surgeon, St. Mary’s Hospital, 
London, and St. Vincent’s Orthopaedic Hospital, Pinner; As- 
sistant Editor, Journal of Bone and Joint Surgery. Ed. 2 
Cloth. Pp. 268, with illustrations. Price $6.50. The Williams 
& Wilkins Company, Mount moped and Guilford Avenues, Bal- 
timore 2, 1958. 


This small British text is asa for 
the medical student or general practitioner. The-author 
notes that neither is required to know a great deal about 
fractures, since these injuries are most often treated in 
fractuite clinics attached to hospitals; this situation 
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would, of course, differ greatly from that of most 
American general practitioners. However, the book is 
well written and clearly illustrated, and it may find par- 
ticular usefulness in a student’s library. Its exclusion 
would be on the basis of limited coverage, not of basie 
worth. 


>» THE DEMONSTRATION CLINIC. For the Psycho- 
logical Study and Treatment of Mother and Child in Medical 
Practice. By David M. Levy, M.D.; Clinical Professor of 
Psychiatry, Columbia University; Formerly, Member of the 
Institute for Advanced Study, Princeton, New Jersey; Former- 
ly Director of Illinois Institute for Juvenile Research; Chief 
of Staff, Institute of Child Guidance, New York City; Faculty 
Member at the Psychoanalytic Clinic for Training and Re- 
search, Columbia University; Consulting Psychiatrist, New 
York City Department of Health. Cloth. Pp. 120. Price $5.00, 
Charles C Thomas, Publisher, 301-327 East Lawrence Avenue, 
Springfield, Illinois, 1959. 


The major portion of this book is a series of con- 
versations between mothers of new babies and doctors 
who cooperated in a rather unusual experiment in psy- 
chologic study in medical practice. The demonstration 
clinic which furnished a scene for these studies was the 
Kips Bay Child Health Station, which has been operat- 
ing for about 8 years under the auspices of the New 
York City Department of Health. The purpose of the 
project was to “make the study and treatment of the 
emotional life of the child an integral part of pedi- 
atrics.” This involved a study of emotional relation- 
ships, particularly those maternal attitudes that could 
affect the child’s physical and mental health. The moth- 
ers would bring their children for periodic checkups 
and advice on care, and in the course of their inter- 
views the informal psychologic studies were made. 
Nurses and physicians attended the clinic as students, 
observing the interviews through a one-way screen, for 
the purpose of learning the methods of inquiry and ob- 
servation that would enable them to give informal psy- 
chologic help at the same time they cared for the child’s 
physical welfare. 

The purpose of this book is to show, by transcripts 
of conversations and explanatory footnotes, the methods 
of inquiry and observation taught in the regular study 
course. This may be interesting to physicians whose 
ordinary approach differs from this method, and to 
those who would like a new idea or two for the psy- 
chologic support they already practice. However, it 
might be expected that the book, as was remarked of 
the course itself, would appeal more to nurses than to 
doctors. In any case, the study is an interesting one 
and, while not conclusive, it offers good ideas for build- 
ing better attitudes on the part of medical personnel. 


>» NEW AND NONOFFICIAL DRUGS. Containing de- 
scriptions of therapeutic, prophylactic and diagnostic agents 
evaluated by the Council on Drugs of the American Medical 
Association. Cloth. Pp. 687. Price $3.35. J. B. Lippincott 
Company, East Washington Square, Philadelphia 5, 1959. 


The 1959 edition of New and Nonofficial Drugs, 
the annual publication of the A.M.A. Council on 
Drugs, #s-now available. As has been customary, it~in- 
cludes reports on agents proposed for use in diagnosis, 
prevention, or treatment of disease, which are not yet 
covered by the larger pharmacopeias. Its value as a 
reference to any physician is, - course, ew estab- 
lished. 
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Davol Nipple Covers, made of sturdy 
Marlex, are laboratory tested to withstand 
the pressure of Terminal Sterilization up 
to 250°F. They enable mothers to use the 
safe, convenient hospital method of steriliz- 
ing with nipples upright — and they keep 
nipples and formula sterile up to feeding 
time. Fingers need never touch the nipple. 


The Davol Feed-Rite Nurser is made com- 
pletely of Marlex plastic—laboratory tested 
not to break, leak or warp. Marlex resists 
bacteria . . . will not absorb odors or tastes. 
Pure white plastic, it’s easy to clean—inside 
and out. Wonderfully light weight for 
holding and traveling. 
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Davol Feed-Rite Plastic and Duraglas 
Nursers feature the exclusive Davol 
Nipple Cover. 
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A single short course of injections—1 ml. 
daily for 6-8 days—provides prompt re- 
lief which persists for months in most pa- 
tients, and can be maintained by 
occasional booster doses. 

Anergex therapy suppresses allergic 
manifestations, regardless of the offend- 
ing allergen, thus eliminating skin tests, 
special diets, and long drawn-out desen- 
sitization procedures. 

Over 500 documentated case re- 
ports':?:3.4 show that Anergex provided 
marked improvement or complete relief in 
over 60 per cent. 


literature available 


eomest 


Anergex is effective in: | and 

thinitis (pollens, dust, dander, molds, foods); allergic 
sthma; asthmatic bronchitis and eczema in children; 

food sensitivities. 

Avcilabla: Multiple-dose vials containing 8 mi.—one 

average treatment course. 


38th & Ludlow Streets, Philadelphia 4, Pennsylvania 


1, Clin, Med, 2:1009, 1955, 

2. Amer, Pract. & Digest Treat, 9:1447, 1956, 
3. Clin, Med, 3:1059, 1956. 

4, Unpublished data. 


Reg, U.S. Pat. Off, 
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A new drug with specific effectiveness in nausea 
and vomiting of pregnancy, Mornidine elimi- 
nates the ordeal of morning sickness. 

With its selective action on the vomiting cen- 
ter, or the medullary chemoreceptor “trigger 
zone,” Mornidine possesses the advantages of 
the phenothiazine drugs without unwanted 
tranquilizing activity. 

Doses of 5 to 10 mg., repeated at intervals of 
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YOU PRESCRIBE NEW 


NOW SHE 

CAN COOK 
BREAKFAST 
AGAIN 


CBRAND OF PIPAMAZINE) 


six to eight hours, provide excellent relief all 
day. In patients who are unable to retain oral 
medication when first seen, Mornidine may be 
administered intramuscularly in doses of 5 mg. 
(1 ce.). 

Mornidine is supplied as tablets of 5 mg. and 
as ampuls of 5 mg. (1 cc.). 

G. D. Searle & Co., Chicago 80, Illinois. 
Research in the Service of Medicine. 
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CLINICAL BRIEFS FOR MODERN PRACTICE 


HOW PREVALENT 
ARE MULTIPLE 
GALLBLADDER 
ANOMALIES? 


One hundred and twenty-two cases 
of vesica fellea divisa (bilobed gall- 
bladder) and vesica fellea duplex 
(double gallbladder with 2 cystic 
ducts) are reported in the literature. 
A unique case of vesica fellea tri- 
plex has recently been described. 


Source: Skilboe, B.: Am. J. Clin. Path. 
30:252, 1958. 
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in medical 
management 

and postoperative 
care of biliary 
disorders... 


“effective” hydrocholeresis ... 


(dehydrocholic acid, AMES) 


“,..dehydrocholic acid...does con- 
siderably increase the volume out- 
put of a bile of relatively high water 
content and low viscosity. This drug 
is therefore a good ‘flusher,’ and is 
effectively used in treating both the 
chronic unoperated patient and the 
patient who has a T-tube drainage 
of an infected common bile duct.”! 


free-flowing bile 
plus reliable spasmolysis 


DECHOLIN... 
BELLADONNA 


“... DECHOLIN/ Belladonna in a dos- 
age of one tablet t.i.d. for a period 
of two to three months may prove 
helpful in relieving postoperative 
symptoms, aiding the digestion, and 
facilitating elimination.”” 


(1) Beckman, H.: Drugs: 

Their Nature, Action and Use, AM ES 
Philadelphia, W. B. Saunders Company, = cowypawny, inc 
1958, p. 425. Elkhort Indiana 


(2) Biliary Tract Diseases, Toronto * Canago 
M. Times 85:1081, 1957. 
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PROZINE offers effective aid in the treatment of many organic symptoms arising 
from moderate to severe emotional disturbance. For example, ProzinE produced 
improvement in 62 of 74 patients' with anxiety neuroses accompanied by nausea, 
vomiting, tremor, palpitations, or fear. In another 57 patients? suffering from 
nausea and vomiting, ProzinE relieved symptoms in over 90 per cent. 

Designed for everyday practice, ProzinE controls motor excitability as well as 
anxiety and tension by acting on both the hypothalamic and thalamic areas of the 
brain. Because of this dual action, dosage requirements are low, side-effects minimal. 


1, Case reports on file, Wyeth Laboratories. 2. Parks, R.V., and Moessner, G.F.: Dual 
Approach to Patient Care, Scientific Exhibit, A.A.G.P., April, 1959. 


“Nausea and vomiting? Not any more!’ 


Affects the thalamic and hypothalamic areas of the brain 


PROZINE 


meprobamate and promazine hydrochloride, Wyeth 


SPECIFIC CONTROL THROUGH DUAL ACTION 


® 
“Trademark Philadelphia 1, Pa, 
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keep the 
allergic 
working 


CO-PYRONIL provides quick relief that lasts and lasts 


Just two or three Pulvules® Co-Pyronil daily will usually keep your hay-fever patients symp- 
tom-free and on the job all day long. Not just an antihistamine, Co-Pyronil is a triple combina- 
tion that assures more complete relief from hay fever and other allergies. 


Each Pulvule contains: 

a vasoconstrictor, Clopane® Hydrochloride, to complement the action of two antihistamines 
by opening swollen nasal passages. 

a fast-acting antihistamine, Histadyl™, to provide relief usually within fifteen to thirty 
minutes. 

a long-acting antihistamine, Pyronil®, to maintain relief for eight to twelve hours. 

Also supplied as suspension and pediatric Pulvules. 


Co-Pyronil™ (pyrrobutamine compound, Lilly) Histadyl™ (thenylpyramine, Lilly) 
Clopane® Hydrochloride (cyclopentamine hydrochloride, Lilly) Pyronil® (pyrrobutamine, Lilly) 


ELI LILLY AND COMPANY: INDIANAPOLIS 6, INDIANA, U.S.A. 
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Conventions and 
meetings 


Announcements 


American Osteopathic Associa- 
tion, Sixty-Third Annual Conven- 
tion, Palmer House, Chicago, July 
13-17. Program Chairman, William 
Baldwin, Jr., West Side Osteo- 
pathic Hospital, 1253 W. Market 
St., York, Pa. 


American College of General Practition- 


ers in Osteopathic Medicine and Sur- 
gery, midyear clinical conference, Ho- 
tel Fort Des Moines, Des Moines, 
Iowa, November 8-10. Program Chair- 
man, Jean F. LeRoque, 3305 S. W. 
Ninth St., Des Moines 15. Secretary, 
A. J. Schramm, 5880 San Vicente 
Blvd., Los Angeles 19. 


American College of Osteopathic Intern- 


ists, annual meeting, Hotel Statler, 
Dallas, Texas, September 24-26. Pro- 
gram Chairmen, J. F. DePetris, 5101 
Ross Ave., Dallas 6, and Joseph T. 
Rogers, 1459 Fort St., Wyandotte, 
Mich. Secretary, Glennard E, Lahrson, 
460 Staten Ave., Oakland 10, Calif. 


American College of Osteopathic Obste- 


tricians and Gynecologists, annual 
meeting, Hilton Hotel, San Antonio, 
Texas, February 22-25, 1960. Secre- 


tary, Arthur A. Speir, Box 66, Merrill, 
Mich. 


American College of Osteopathic Pedia- 


tricians, annual meeting, Hilton Hotel, 
San Antonio, Texas, February 22-25, 
1960. Secretary, Myron D. Jones, Os- 
teopathic Hospital of Kansas City, 926 
E. 11th St., Kansas City 6, Mo. 


American College of Osteopathic Sur- 


geons, annual clinical assembly, Hotel 
Statler, Los Angeles, October 25-29, 
Program Chairman, Don E. Ranney, 
793 N. Renaud, Grosse Pointe Woods 
36, Mich. Executive Secretary, Mrs. 
E. F. Martin, Box 488, Coral Gables 
34, Fla. 


American Osteopathic Academy of Or- 


thopedics, annual clinical assembly, Ho- 
tel Statler, Los Angeles, October 25-29, 
Secretary, J. Paul Leonard, 2673 W. 
Grand Blvd., Detroit 8. 


American Osteopathic College of Anes- 


thesiologists, annual clinical assembly, 
Hotel. Statler, Los Angeles, October 
25-29. Program Chairmen, Glenn F. 
Gordon, 209 Security Bldg., Glendale 3, 
Calif., and John C. Bell, 2434 Glen- 
dower Ave., Los Angeles 27. Secre- 
tary, Crawford M. Esterline, Box 155, 
Kirksville, Mo. 


American Osteopathic College of Radi- 


ology, annual clinical assembly, Hotel 


Vo. 58, Jury 1959 


RUBBER ELASTIC BANDAGE 
STANDS OUT BECAUSE IT STANDS UP 


ASSURES MORE UNIFORM SUPPORT 


Scientifically determined number of rubber 
and cotton threads provides a balanced weave 
that assures optimal therapeutic results. 


ACE guarantees even and controlled stretch 
ACE insures firmness under tension 

ACE prevents “bunching” 

ACE minimizes possibility of vein constriction 


MAINTAINS ITS ELASTICITY LONGER 


Today, ACE provides your patient with ana- 
tomically correct support far longer. B-D’s 
newly developed type of heat-resistant rub- 
ber can withstand dry heat sterilization and 
has a greater tensile strength than rubber 
found in ordinary bandages. 


Now, more than ever, ACE is the name to 
remember. Only Becton, Dickinson and Com- 
pany makes ACE rubber elastic bandage. 


BECTON, DICKINSON AND COMPANY: RUTHERFORD, NEW JERSEY 


B-D AND ACE ARE REGISTERED TRADEMARKS OF BECTON DICKINSON ARD COMPANY 


Statler, Los Angeles, October 25-29. 
Secretary, F. A. Turfler, Jr., South 
Bend Osteopathic Hospital, 2515 E. 
Jefferson Blvd., South Bend 15, Ind. 


American Osteopathic Hospital Associa- 


tion, annual clinical assembly, Hotel 
Statler, Los Angeles, October 25-29. 
Executive Secretary, Mr. Emil Her- 
bert, 4000 Brady St., Davenport, Iowa. 


British, annual meeting, Claridge’s, Lon- 


don, September 17-19. Program Chair- 
man, Murray R. Laing, 5 Eaton House, 
39-40 Upper Grosvenor St., London, 
W. 1. Secretary, Thurston True, An- 
drew Still House, 24-25 Dorset Sq., 
London, N. W. 1. 


Canada, annual meeting, Alpine Inn, St. 


Marguerite Station, Quebec, October 
8-10. Program Chairman, Rosamond 
Pocock, 404 C.P.R. Bldg., Toronto 1. 
Secretary, Miss Joyce S. Currie, 609 
Medical Arts Bldg., Montreal 25. 


Eastern States Osteopathic Society of 


Proctology, Hotel Bellevue-Stratford, 
Philadelphia, November 7-8. Program 
Chairman, Herbert J. Lipkin, 1841 N. 
18th St. Philadelphia 21. Secretary, 
Leroy W. Lovelidge, Jr., 201 E. tenn 
St., Lancaster, Pa. 


Florida, annual meeting, Diplomat Hotel, 


Hollywood Beach, September 28-30. 
Program Chairman, A. H. Westwood, 
12 N.E. 12th Ave. Ft. Lauderdale. 
Executive Secretary, Mr. Barton K. 
Johns, 5009 Central Ave., Tampa 3. 
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Topeka. 


Louisiana, annual meeting, New Orleans, 
October 22-24. Program Chairman, W. 
Luther 
Alexandria 3. Secretary, V. L. Whar- 
ton, 406-07 Weber Bldg., Lake Charles. 


Maine, midyear meeting, Waterville, De- 


WHICH OCCURS FIRST IN ARTHRITIC 
AND RHEUMATIC DISORDERS — 
THE PAIN OR THE SPASM? 


Regardless of which occurs first, the pain or the spasm, prescribe 
SALIMEPH FORTE or SALIMEPH/PREDNISOLONE to rapidly 
relieve the pain which causes the spasm and to relax the spasm 
which causes the pain in arthritic and rheumatic disorders. 


SALIMEPH FORTE 


ACTH-like action without ACTH side effects 


A specific analgesic, salicylamide 500 mg., best tolerated salicy- 
late, plus mephenesin 333 mg., safest potent skeletal-muscle 
relaxant, and ascorbic acid 50 mg. in special coated, easy to 
swallow, capsule-shaped tablets. Provides massive salicylate 
therapy with only 2 or more tablets q.i.d. 


SALIMEPH/PREDNISOLONE 


effective corticosteroid anti-inflammatory agent 


Combines all of the advantages of Salimeph Forte but adds only 
the small dosage needed in massive salicylate therapy of 0.75 mg. 
of prednisolone, approximately 4 times as effective (mg. for mg.) 
as hydrocortisone with virtually none of its untoward side effects. 


Also available: Salimeph-C, when lesser dosage is 
Salimeph-C/Codeine Phosphate, when pain is severe; aeall: 
meph C/Colchicine, for gout and gouty arthritis. All Salimeph 
products are supplied in bottles of 100, 500 and 1000 tablets. 


Prescribe with Confidence 
KREMERS-URBAN COMPANY Milwaukee 1, Wisconsin 
Distinctive R Specialties Since 1894 


Indiana, annual meeting, Marott Hotel, cember 3-5. Executive Secretary, Mr. 
Indianapolis, May 14-17, 1960. Secre- George R. Petty, Monmouth. 
tary, Arabelle B. Wolf, 4840 N. Michi- ’ 
gan Rd., Indianapolis 8. Massachusetts, annual meeting, Somerset 
Hotel, Boston, January 16-17, 1960. 
, annual meeting, Baker Hotel, Program Chairman, Stuart K. Par- 
Hutchinson, October 4-7. Program tridge, 47 Washington St., Malden 48. 
Chairman, Everett W. Pettit, 132 ‘E’ Executive Secretary, Mrs. Gladys M. 
Ave. S, Lyons. Executive Secretary, Stockdale, 524 California St., Newton- 


. Lioyd L. Hall, 121 E. 8th St., ville 60. 


torium, Grand Rapids, 


525 Johnston St., 18820 Woodward Ave., 


ecutive Secretary, Mr. 


Stewart, 


Michigan, annual meeting, Civic Audi- 
October 5-7. 
Program Chairman, Neil R. Kitchen, 
Detroit 3. Ex- 
Floyde 
Brooker, 81 Glendale, Highland Park 3. 


E. 


Minnesota, annual meeting, Minneapolis, 


May 5-7, 1960. Secretary, E. R. Koma- 
rek, 301 Granite Exchange Bldg., St. 
Cloud. 


Missouri, annual meeting, Sheraton-Jef- 
ferson Hotel, St. Louis, October 14-16, 
Program Chairman, G. H. Kroeger, 
Reid Hospital and Clinic, 17th and 
Central Aves., Bethany. Executive Sec- 
retary, Mr. Paul D. Adams, 325 E, 
McCarty St., Jefferson City. 


New Jersey, clinical conference, Stacy 
Trent Hotel, Trenton, September 20. 
Program Chairman, Joseph V. Huff- 
nagle, 101 Bowood Dr., Haddonfield. 
Annual meeting, Traymore Hotel, At- 
lantic City, March 11-13, 1960. Pro- 
gram Chairman, Dr. Huffnagle. Ex- 
ecutive Secretary, Mr. R. P. Chapman, 
342 W. State St., Trenton 8. 


New York, annual meeting, Park Shera- 
ton Hotel, New York City, October 
16-17. Program Chairman, Leonard V. 
Strong, Jr., 133 E. 58th St., New York 
22. Secretary, C. Fred Peckham, 38 F. 
Bridge St., Oswego. 


North Carolina, annual meeting, Battery 
Park Hotel, Asheville, October 22-24. 
Program Chairman, S. Dales Foster, 
710 Public Service Bldg., Asheville. 
Secretary, Walter C. Eldrett, 310 Main 
St., Hendersonville. 


Ohio, refresher course, Dayton-Biltmore 
Hotel, Dayton, October 24-25. Execu- 
tive Secretary, Mr. William S. Konold, 
53 W. Third Ave., Columbus 1. 


Oklahoma, annual meeting, Hotel Tulsa, 
Tulsa, November 4-6. Program Chair- 
man, John W. Morrow, 1222 W. Main 
St., Woodward. Executive Secretary, 
Mr. Walter L. Gray, 210-12 Braniff 
Bldg., Oklahoma City. 


Ontario, annual meeting, Park Hotel, 
Niagara Falls, May 2-4, 1960, Program 
Chairman, M. Paul Christianson, 901- 
02 Pigott Bldg., Hamilton. Secretary, 
Eric B. Johnston, 2920 Bloor St., W., 
Toronto 18. 


Osteopathic College of Ophthalmology 
and Otorhinolaryngology, annual meet- 
ing, Statler Hotel, Detroit, September 
28-30. Executive Secretary, Arthur A. 
Martin, Box 472, Kirksville, Mo. 


Pennsylvania, annual meeting, Bellevue- 
Stratford Hotel, Philadelphia, Novem- 
ber 19-21. Program Chairman, Charles 
Lichtenwalner, Jr., 379 Chestnut St., 
Pottstown. Executive Secretary, Mr. 
Thomas M. Fogarty, 1941 Market St., 
Harrisburg. 


Vermont, annual meeting, Windsor 
House, Windsor, September 25-27. 
Program Chairman, Charles D. Beale, 
Mead Bldg., Rutland. Clerk, Marian 
Norton Rice, 8 Court St., Windsor. 


Western States Osteopathic Society of 
Proctology, annual meeting, Riviera 
Hotel, Las Vegas, Nev., October 5-7. 
Program Chairman, John R. Shafer, 
2433 W. 44th Ave., Denver 11. Secre- 
tary, Earle F. Waters, 925 E. South 
Temple St., Salt Lake City 2, Utah. 
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ORAL ANTIDIABETIC THERAPY HAS NOT FAILED 


FOR THIS 


The specific pharmacologic properties of DIABINESE 
—high activity, freedom from metabolic degrada- 
tion, and gradual excretion — permit (1) prompt 
lowering of elevated blood sugar levels without a 
“loading” dose, and (2) smooth, sustained mainte- 
nance “devoid of ...marked blood sugar fluctua- 
tions’! on convenient, lower-cost, once-a-day 
dosage. This is the consensus of extensive clinical 
literature.!-11 Widespread use of DIABINESE since 
its introduction has confirmed the low incidence of 
side effects reported by the original investigators. 


Thus, DIABINESE merits first consideration for any 
diabetic presently receiving or potentially better 
managed with oral therapy — including many dia- 
betics for whom previous oral agents have proved 
ineffective. 


Supplied: Tablets, white, scored 250 mg., bottles of 
60 and 250; 100 mg., bottles of 100. 


ESE 


tablets /once-a-day dosage 
effective in 85% of patients who 


have become refractory to other 
oral agents 


Pfizer) Science for the world’s well-being 


PFIZER LABORATORIES, Brooklyn 6, New York 
Division, Chas. Pfizer & Co., Inc. 


1. Greenhouse, B.: Ann. NewYork Acad. Sc. 74:643, 1959. 2. Dobson, 
H., et al.: Ibid., p. 940. 3. Forsham, P. H.; Magid, G. J., and Doro- 
sin, D. E.: Ibid., p.672. 4. Beaser, S. B.: Ibid., p. 701; New England 
J. Med. 259:573, 1958. 5. Bloch, J., and Lenhardt, A.: Ann. New 
York Acad. Sc. 74:954, 1959. 6. O’ Driscoll, B. J.: Lancet 2:749, 1958. 
7. Hadley, W. B.; Khachadurian, A., and Marble, A.: Ann. New York 
Acad. Sc. 74:621, 1959. 8. Duncan, G. G.; Schless, G. L., and De- 
meshkieh, M.M.A.: Ibid., p. 717. 9. Handlesman, M. B.; Levitt, L., 
and Calabretta, M.F.: Ibid., p.632. 10. Hills, A.G., and Abelove, W. 
A.: Ibid., p. 845. 11. Drey, N. W., et al.: Ibid., p. 962. 
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OTOBIONE provides the 
clinically proved* formula of White’s 
OTOBIOTIC, fortified with prednisolone. 
Each cc. of this new formula contains: 


ANTI-INFLAMMATORY 
ANTI-MICROBIAL 
ANTI-PRURITIC 


ANTI-INFLAMMATORY | Prednisolone acetate... 5 mg. 
ANTI-BACTERIAL Neomycin (from sulfate)... 3.5 mg. 


Physiologic pH! Will not obscure anatomic 
landmarks during otoscopy! 
The normalizing effect of 
OTOBIONE reduces tissue in- 
jury, and quickly provides 
optimal patient comfort... 
Preliminary studies with 
OTOBIONE by several investigatorst show 
effective relief in 87% of cases of external 
otitis, chronic otitis media, and chronic 
mastoiditis with otorrhea. 


White Laboratories, Inc. 
Kenilworth, New Jersey 


*Lawson, G. W.: Diffuse Otitis Ex- 
terna and Its Effective Treatment, 


munication. McStravog, L.: Per- 
sonal Communication. Rigual, R.: 
Personal Communication. 


State and 
national boards 


ARIZONA 
Those interested in professional ex- 
aminations should contact Russell Peter- 
son, D.O., secretary, Osteopathic Board 
of Registration and Examination in Med- 
icine and Surgery, 2747 E. McDowell 
Rd., Phoenix 22. 


Basic science examinations September 


15 at the University of Arizona, Tucson. , 


Applications must be filed 2 weeks prior 
to examinations. Address Mr. Herman E. 
Bateman, secretary, Basic Science Board, 
University of Arizona, Tucson. 
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COLORADO 
Basic science examinations in Septem- 
ber at second floor lecture room, 
Y.M.C.A. Building, E. 16th Ave. and 
Lincoln St., Denver. Address Esther B. 
Starks, D.O., secretary, Basic Science 
Board, 1459 Ogden St., Denver 18. 


CONNECTICUT 
Basic science examinations October 10. 
Address Miss M. G. Reynolds, executive 
assistant, Board of Healing Arts, 110 
Whitney Ave., New Haven 10. 


DISTRICT OF COLUMBIA 
Basic science examinations in October. 
Address Daniel Leo Finucane, M.D., sec- 
retary, Commission on Licensure, 1740 


Massachusetts Ave., N.W., Washington 
6, DC: 


ILLINOIS 
Examinations in October at Chicago, 
Address Mr. Frederic B. Selcke, Super- 
intendent of Registration, Department of 
Registration and Education, State House, 
Springfield. 


IOWA 
Basic science examinations October 13 
at the Capitol Building, Des Moines. Ad- 
dress Elmer W. Hertel, Ph.D., secretary, 
Board of Basic Science Examiners, 
Wartburg College, Waverly. 


MAINE 
John M. Thurlow, D.O., Waterville, 
has been appointed a member of the 
Board of Osteopathic Examination and 
Registration to take the place of Frank- 
lin Randolph, D.O., Waldoboro. 


MARYLAND 
Examinations in October at Baltimore. 
Address Christopher L. Ginn, D.O., sec- 
retary, Board of Osteopathic Examiners, 
19 W. Mulberry St., Baltimore 1. 


MICHIGAN 
Basic science examinations in October. 
Address Mrs. Anne Baker, secretary, 
Board of Examiners in the Basic Sci- 
ences, 116 Mason Bldg., Lansing. 


MINNESOTA 
Basic science examinations October 6 
at University of Minnesota, Minneapolis. 
Address Raymond N. Bieter, M.D., secre- 
tary, Board of Examiners in the Basic 
Sciences, 105 Millard Hall, University of 
Minnesota, Minneapolis, 14. 


MONTANA 
Examinations in September. Address 
Clem L. Shafer, D.O., president, Board 
of Osteopathic Examiners, 700 11th Ave., 
Helena. 


NEBRASKA 
Basic science examinations October 6-7. 
Address Mr. Husted K. Watson, Direc- 
tor, Bureau of Examining Boards, De- 
partment of Health, State Capitol Bldg., 
Lincoln 9. 


NEVADA 

Professional examinations in July. Ad- 
dress John H. Pasek, D.O., secretary, 
Board of Osteopathic Examiners, 205-10 
First National Bank Bldg., Minden. 

Basic science examinations October 6. 
Address Donald G. Cooney, Ph.D., secre- 
tary, Board of Examiners in the Basic 
Sciences, Box 9005, University Station, 
Reno. 


NEW HAMPSHIRE 
Examinations September 9-12 at Con- 
cord. Address Edward W. Colby, M.D., 
secretary, Board of Registration in Medi- 
cine, State House, Concord. 


Journat A.O.A. 


3 COMFORT \4 
Postgrad. Med. 22:501, Nov., 1957. 
{Daly, J. F.: Personal Communi- 
cation. Yesner, B.: Personal Com- 


DANGER 
THE 
ROUGH 


The control of allergic symptoms is 
a very important problem for your 
thay fever patient. But now, you can 
prescribe rapid, thorough relief with 
POLARAMINE — the closest toa perfect 
antihistamine. 


1e 
id 


With PoLaraMINE your hay fever patient can 
reap the benefits of advanced. antihistamine 
therapy without having to pay the penalty in side 
effects exacted by earlier antihistamines. Because 
of its greater therapeutic effectiveness, POLARAMINE 
affords unexcelled antihistaminic protection at lower 
dosages than other antihistamines . . . and annoying side 
effects are virtually eliminated. 
POLARAMINE REPETABS permit patients daylong or nightlong relief 
from allergic symptoms with a single medication. 


Supplied: PoLARAMINE REPETABS,®6 mg., bottles of 100 and 1000. / Tablets, 2 mg., 
bottles of 100 and 1000. / Syrup, 2 mg. per 5 cc., bottles of 16 oz. 


the first major antihistamine advance in over a decade... 


OLARAMINE’ 


MALEATE dextro-chlorpheniramine maleate 


aN $iSv? 


SCHERING CORPORATION - Bloomfield, New Jersey 


€N1478-9 


43 
> YOUR PATIENT 
a 
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lowering of blood pretsure for the hypertensive 
patient wth Butiserpine® 


— its /ow content of reserpine (0.1 mg. per tablet or tea- 


Basic science examinations given every 
3 months. Address O. W. Hyman, M.D, 
secretary, Board of Basic Science Exam. 
iners, 874 Union Ave., Memphis 3. 


UTAH 
Examinations in September. Address 
Mr. Frank E. Lees, assistant director, 
Department of Registration, 314 State 
Capitol Bldg., Salt Lake City 1. 


WASHINGTON 

Professional examinations in July at 
University of Washington, Seattle. Ad- 
dress Mr. Thomas A. Carter, secretary, 
Professional Division, Department of Li- 
censes, Olympia. 

Basic science examinations in July at 
University of Washington, Seattle. Ad- 
dress Mr. Carter. 


WISCONSIN 
Basic science examinations September 
11 at University of Wisconsin Chemistry 
Building, Madison. Applications must be 
filed by September 3. Address Mr. W. H. 
Barber, secretary, Board of Examiners in 
the Basic Sciences, Ripon College, Ripon. 


WYOMING 
Examinations October 5 at Cheyenne. 
Address Franklin D. Yoder, M.D., secre- 
tary, Board of Medical Examiners, State 
Office Bldg., Cheyenne. 


ALBERTA 
Examinations in September at Edmon- 
ton. Address Mr. G. B. Taylor, acting 
registrar, Alberta Medical Board, Office 
of the Registrar, University of Alberta, 


spoonful) helps to control blood pressure without side 

effects, and its 15 mg. of BuTIsoL soprum® butabarbital 

sodium induces calmness, reduces tension. 
Tablets — Elixir —Prestabs® Butiserpine R-A (Repeat Action Tablets) 


McNEIL LABORATORIES, INC. 
Philadelphia 32, Pa. 


Edmonton, Canada. 


Reregistration 
of osteopathic licenses 


NEW MEXICO 
Basic science examinations July 19. 
Address Mrs. Marguerite Cantrell, sec- 


retary, Board of Examiners in the Basic 
Sciences, Box 1522, Santa Fe. 


OREGON 
Examinations in July at Portland. Ad- 
dress Mr. Howard I. Bobbitt, executive 


secretary, Board of Medical Examiners, 
609 Failing Bldg., Portland. 


RHODE ISLAND 
Professional examinations October 1-2 
at Providence. Address Mr. Thomas B. 
Casey, Administrator of Professional 
Regulation, 366 State Office Bldg., Prov- 
idence. 
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Basic science examinations August 12 
at Room 366, State Office Bldg., Prov- 
idence. Applications must be filed 2 weeks 
prior to examinations. Address Mr. Casey. 


SOUTH DAKOTA 
Examinations July 21-22. Address Mr. 
John C. Foster, executive secretary, 
Board of Medical and Osteopathic Ex- 
aminers, Room 300, First National Bank 
Bldg., Sioux Falls. 


TENNESSEE 
Professional examinations in February 
and August at Nashville. Address M. E. 
Coy, D.O., secretary, Board of Examina- 
tion and Registration for Osteopathic 
Physicians, 1226 Highland, Jackson. 


July 1, within 60 days following—Indi- 
ana, $5 residents, $10 non-residents. Ad- 
dress Miss Ruth V. Kirk, executive sec- 
retary, Board of Medical Registration 
and Examination, 538 Knights of Pythias 
Bldg., Indianapolis 4. 


September 1—Ohio, $2. Address H. M. 
Platter, M.D., secretary, Medical Board, 
21 W. Broad St., Columbus 15. 


During September—Nebraska, $3. Ad- 
dress Mr. Husted K. Watson, Director 
of Bureau of Examining Boards, Depart- 
ment of Health, Lincoln 9, Nebr. 


Examination 
by National Board 


The National Board of Examiners for 
Osteopathic Physicians and Surgeons 
conducts Parts I and II of its examina- 
tions on the first Thursday and Friday of 
each May and December at the six ap- 
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the decorative jar makes a therapeutic difference 


The FILIBON jar is a handsome and handy reminder for everyday prenatal nutritional 
support. You can be sure she will be reminded of her FILIBON-a-day . . . and that the 
up-to-the-minute formula covers nutritional defenses throughout pregnancy. 

FILIBON provides ferrous fumarate, an iron well-tolerated by even the most easily upset 
patients. Each small, dry-filled capsule also includes vitamin K and AU TRINIC® Intrinsic 
Factor Concentrate that enhances, never inhibits, By pearl eels For complete formula see 


Physicians’ Desk Reference, page 688. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 


* 


Phosphorus-free F ILIBON® Prenatal 1 Capeules Lode Lederle 
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. which antacid? Rorer’s Maalox. Excellent results, 
no constipation plus a pleasant taste that patients like.” 


MAALox® an efficient antacid suspension of magnesium-aluminum hydroxide 


gel offered in bottles of 12 fluidounces. 


TaB_et MaAAtox: 0.4 Gram (equivalent to one teaspoonful), Bottles of 100. 
TaBLet Maa.ox No. 2: 0.8 Gram, double strength (equivalent to two teaspoon- 


fuls), Bottles of 50 and 250. 
Samples on request. 


H. Rorer, Inc., Philadelphia 44, Pennsylvania 


proved colleges. Application blanks may 
be obtained from the secretary of the 
Board or the dean of the college, and the 
completed application blank, together with 
check for the part to be taken, must be 
in the secretary’s office by the November 
1 or April 1 preceding the examination. 

Examinations in Part I consist of anat- 
omy, including histology and embryology ; 
physiology ; physiological chemistry; gen- 
eral pathology; and bacteriology, includ- 
ing parasitology and immunology. 

Part II consists of examinations in 
surgery, including applied anatomy, sur- 
gical pathology, and surgical specialties ; 
neurology and psychiatry; public health, 
including hygiene; medical jurisprudence ; 
obstetrics and gynecology ; pediatrics; os- 
teopathic principles, therapeutics, includ- 
ing pharmacology and materia medica. 
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Part III is an oral and practical ex- 
amination given under the supervision of 
a chief examiner who is a member of the 
Board and by a panel of associate exam- 
iners. Subjects covered in Part III are: 
anatomy; physiology; pathology; osteo- 
pathic principles, therapeutics and phar- 
macology; surgery; ophthalmology and 
otorhinolaryngology ; obstetrics and gyne- 
cology; physical and clinical diagnosis; 
public health and communicable diseases. 

These are oral examinations which the 
candidate may take after having satisfac- 
torily completed the first 6 months of a 1 
year internship in a hospital approved by 
the American Osteopathic Association for 
intern training. Part III is given an- 
nually, 

Eligibility requirements are as follows: 
Part I, satisfactory completion of the 


first 2 years in an approved school of 
osteopathy; Part II, satisfactory comple- 
tion of Part I and of the first two quar- 
ters or trimesters of the senior year in an 
approved osteopathic college; Part III, 
satisfactory completion of Part II and at 
least 6 months of a 1-year internship ap- 
proved by the American Osteopathic As- 
sociation. 


Applications must be filed with the sec- 
retary of the Board not less than 30 days 
prior to the examination dates. Address 
Paul van B. Allen, D.O., secretary, 4425 
N. Meridian St., Indianapolis 8. 


Progressive 
patient care* 


—a challenge to hospitals 
and health agencies— 


Jack C. Haldeman, M.D.+ 


There has been a ground swell of in- 
terest in public health circles during the 
last several years in reexamining the en- 
tire concept and structure of community 
health services. 

The last two annual meetings of the 
National Advisory Committee on Local 
Health Departments of the National 
Health Council have addressed themselves 
to such subjects. The American Public 
Health Association is also studying cur- 
rent patterns of organization of local 
health departments in relation to the kind 
of health services most needed today. 
There has been a rebirth of interest in 
the research approach to current prob- 
lems of public health practice—commu- 
nity-oriented research aimed at developing 
new and better methods of public health 
services. 

Health departments are not alone in 
recognizing a need to reevaluate their 
services. Hospitals are also facing this 
dilemma. On the one hand the medical 
profession and the American public ex- 
pect and demand increased and better 
hospital services ; on the other hand much 
concern is being expressed regarding the 
ever-rising costs of hospital care. Related 
to these problems is the need for more 
trained personnel than are available. 

The public has become increasingly 
aware of the advantages of hospitals and 
nursing homes for the treatment of ill- 
ness. Physicians require the hospital’s- re- 
sources to apply modern techniques of 
effective diagnosis and therapy. Each year 


*Reprinted from Public Health Reports, May 
1959, 

Dr. Haldeman is an Assistant Surgeon Gen- 
eral and chief, Division of Medical and Hospi- 
tal Facilities, Public Health Service. This paper 
was presented in basically the same form at the. 
meeting of the Surgeon General with the State 
Hospital and Medical Facilities Survey and 
Construction Authorities, March 10, 1958. 
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re-evaluating tranquilizers? 


READ WHAT CLINICIANS ARE 
NOW SAYING ABOUT ATARAX® 


(brand of hydroxyzine) 


WORKING ADULTS: 
“especially well suited Tor 
ambulatory patients who must 
work, drive a car, or operate 


IN GERIATRICS 
“ability to decide correctly 
increased, while the 
Hlogical response to 


ATARAX is “effective if a 
controlling tension and 
anxiety.... Its safe makes 

an excellent drug 
use in office 


“ATARAX appeared to 
arixiety and restlessness, 
improve sieep patterns and 
fnake the child more amenabie 
the development of new 


INVESTIGATORS AGREE ON OPTIMAL ATARAX DOSAGES 


For childhood 10m 3-6 years, one tablet t.i.d. : Supplied: Tablets, bottles 
behavior disorders table over 6 years, two tablets t.i.d. 
Syru 3-6 years, one tsp. t.i.d. : Parenteral Solution, 10 cc. 
over years, tee top.’ tid. multiple-dose vials. 
For adult tension 25m one tablet q.i.d. : 
: Peal Freedm A Ma 
i n mer 
Syrup one tbsp. q.i.d. tau 1988. 3. avd, 
For severe emotional 100mg. | one tablet t.id. 
disturbances tablets Raw York 
$ 58:1684 (May 15) 1958. 
For adult psychiatric Parenteral 25-50 m mg. -2 5. Coirault, M., et al.: Presse 
and emotional Solution cularly, times daily, at ° on 2239 (Dec. 26) 
children under 12 not’ the international Congress of 
atrics, nhagen, 
established Denmark. July 22-27 1956. 
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from all points...growing evidence favors 


FUROXONE 


brand of furazolidone 


= Pleasant-flavored Liquip, 50 mg. per 15 cc. (with kaolin and pectin) = Convenient TABLETS, 
100 mg. = Dosage—400 mg. daily for adults, 5 mg./Kg. daily for children (in 4 divided doses). 


WIFT RELIEF OF SYMPTOMS 


NTROL OF “PROBLEM” PATHOGENS 
fesistance develops to this wide-range bactericide) 


ELL TOLERATED, VIRTUALLY NONTOXIC 


Norma ALANCE OF INTESTINAL FLORA PRESERVED 
(no monilialfor staphylococcal overgrowth) 


From a Large Midwestern University: FUROXONE Controls Antibiotic- 
Resistant Outbreak. An outbreak of bacillary dysentery due to Shigella sonnei was success- 
fully controlled with Furoxone after a broad-spectrum antibiotic had proved inadequate. Cure 
rates (verified by stool culture) were 87% with Furoxone, 36% with chloramphenicol. Only 
FuroxoneE “failures” were those lost to follow-up. Chloramphenicol failures subsequently treated 
with FuROXONE responded without exception. FUROXONE was also used effectively as prophylaxis 
and to eliminate the carrier state. It was “extremely well tolerated in all 191 individuals who 
received it either prophylactically or therapeutically.” 

Galeota, W.R., and Moranville., B. A.: Student Medicine (in press) 


THE NITROFURANS—A UNIQUE CLASS OF ANTIMICROBIALS EATON LABORATORIES, NORWICH, NEW YORK 
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[ODIDE THERAPY 


A 


Full doses of iodide edicslondban® continued a year and longer with 
no apparent danger of iodism, provided you prescribe IODO-NIACIN. 
In a series of 59 cases of arteriosclerosis so treated, there was not a 
single case of iodism. : 


Iodo-Niacin Tablets contain niacinamide hydroiodide 25 mg. with potas- 
sium iodide 135 


The indications for Iodo-Niacin are the same as for potas- 
sium iodide; namely, arteriosclerosis, coronary sclerosis, 
angina pectoris, chronic bronchitis, bronchial asthma, 
sinusitis, simple colloid goiter, cretinism, hyperthyroidism, 
thyroid crisis, and preparation for thyroidectomy. 


In ophthalmology’, Iodo-Niacin has given good results in 
treatment of retinal and vitreous hemorrhages and vitre- 
ous floaters. 


The average adult dosage is 2 
tablets t.i.d. after meals, with 
half a glass of water. For chil- 
dren over six, I tablet. Supplied 
in bottles of 100 tablets, slosol- 
coated, pink, Also available in 
ampules. 


1 Am, J, Digest. Dis. 22:5, 1955 
2Am. J. Ophth. 42:771, 1956. 


*U.S. Patent Pending 


Cole Chemical Company AOS—7 
3721-27 Laclede Ave., St. Louis 8, Mo. 


Gentlemen: Please send me professional literature 
and samples of IODO-NIACIN. 
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Advertisement 


Establishing the Value of Ultrasonics 
in Physical Medicine 


Results of ultrasound therapy in 
acute cases have been reported as 
“amazing” and “astounding” and 
chronic cases, while not as dramatic, 
respond in many instances where all 
other methods fail. 


With more than 20,000 physicians 
(one out of seven active practitioners ) 
now using ultrasound in the treatment 
of disabilities ranging from asthma’ to 
ankle sprain,” it may be well to review 
the progress that has been made in this 
relatively new field and to delineate the 
method by which its value has been 
established. 


‘THREE-YEAR STUDY 

First experiments in the use of ultra- 
sound in medicine began with Pohlman 
in Berlin in 1938 and after World War 
II many laboratory and clinical experi- 
ments were made by researchers in the 
United States and abroad. In 1950, 25 
machines capable of producing accu- 
rately controlled ultrasound, together 
with the necessary accessories for 
application, were built by the Birtcher 
Corporation and donated to 20 Physi- 
atrists and Orthopaedists in hospitals 
including a number of medical schools. 
The users were to publish their findings 
without any commitment to the Birt- 
cher Corporation. Three years later, 
after scores of published reports had 
indicated that ultrasonics was of defi- 
nite value in some conditions and a 
major adjunct in others, the first com- 
mercially produced Birtcher Megason 
units were offered to the medical 
profession. 


1Matlin, E.: Med. Times, Vol. 83 ( Aug.) 1955. H.: Proc. Am. Inst. Ultrasonics in 


Medicine 4th 1955. *Schwartz, F. F.: 
4Edmundson, 
Ibid. *Toback, 5. M.: 
Kuitert, J. H.: Archives of Phys. Med. Ju 
*By Dussik, Stuhlfauth, Woeber, Busnel, lig 


— Am. Inst. Ultrasonics in Med. 4th Yr. Aug. 1955. 5Aldes, J. H 
Rev. of Podiatric “> Vol. 2, No. 1 (195. 58). 


orijevic and others. 


RESULTS REPORTED 

Since that time specialists and 
General Clinicians have widened the 
application of US by daily trials on 
conditions which have failed to respond 
to ordinary therapy. Workers have 
reported outstanding results in more 
than 3,000 published papers. Osteo- 
arthritis,’ sinusitis,‘ epicondylitis,* bur- 
sitis,° phantom limb pain and reduc- 
tion of scar tissue’ have frequently 
responded amazingly to a single treat- 
ment. Local as well as nerve-root 
paravertebral approach has favorably 
influenced spondylitis, scleroderma, 
stomach ulcers and sympathetic re- 
flex dystrophy.* Therapeutic results 
obtained by US energy have been 
ascribed® to several local reactions 
within living tissue: a) increased 
vascular and fluid circulation, b) an 
increase in cell membrane permeabil- 
ity provoking organic exchanges and 
osmosis, c) reactivation of previously 
impaired conductivity of cerebrospinal 
fibers and d) an increase in the pain 
threshold and a break in the pain cycle. 

An ultrasonic treatment with the 
Megason requires only a few minutes 
with a hand-held transducer applied 
locally and to the nerve roots supplying 
the area. The technic can be learned 
quickly by the physician or his nurse. 

An explanatory booklet, “Ultrasonics 
in a Nutshell? with abstracts from 
many published reports, prepared by 
the American Institute of Ultrasonics 
in Medicine, is available from The 
Birtcher Corp., Dept. JOA-759, 4371Val- 
ley Blvd., Los Angeles 32, California. 


of Med. Assn. State of Alabama, Jan. eon 


*Rubin, David ona 
1955. 8Private communication to the author. 


a larger percentage of our population is 
over 65 years of age, and persons in this 
age group require twice as much hospital 
care as younger persons. Some illnesses 
and injuries, former killers, now are ef- 
fectively treated, but at the expense of 
many days in the hospital. Further, we 
may expect that better methods of financ- 
ing will increase hospital use by people 
who do not use them now because of 
economic barriers. 


HOSPITAL COSTS 


Some of the very factors which in- 
crease hospital use also increase costs per 
hospital day. The advances in scientific 
medicine increase comfort and save lives, 
but more people, space, and equipment 
are required to do the job. In 1946 each 
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hospital admission required an average 
of 4 laboratory procedures; today the 
average is 14. Although illness occurs on 
a 7-day week, hospital employees are 
gradually achieving the 5-day workweek. 
The short workweek, inflation, and the 
need for greater skills, plus competition 
for scarce personnel, has forced salaries 
up. An increase since 1946 of general 
hospital personnel from 1.5 to 2.0 em- 
ployees per patient, coupled with salary 
increases, makes higher per diem costs 
inevitable. 

Thus, hospitals are faced with having 
to provide more hospital days at higher 
costs per day. 

Some comfort can be taken from fac- 
tors which tend to offset these trends. 
Some medical discoveries—and hopefully 


more in. the future—eliminate the need 
for hospitalization for some _ illnesses, 
Others have helped shorten the average 
hospital stay. Improvement in managerial 
efficiency is a third factor. 

Since it is clear that hospital costs and 
needs for scarce personnel cannot be re- 
duced by arbitrarily cutting back sery- 
ices, hospital people feel it essential to 
review hospital operations critically; to 
isolate areas where increases in efficiency 
can be instituted without sacrificing qual- 
ity of care. They feel that an important 
method of coping with their present di- 
lemma lies in the systematic study of 
such areas and in the application of the 
results of research to the development of ; 

* More effective organizational patterns 
for the provision of medical services to 
the people. 

* Better community planning for hos- 
pital facilities and better coordination of 
facilities within a community. 

* Better techniques of administration, 

* Improvement in the design of the 

physical plant. 
This at the very same time. that public 
health workers are asking how the health: 
department can orient its programs to 
meet more adequately the major health 
problems of today. 

Hospital and public health personnel 
are both dedicated to the same goals. In 
the past, however, they have directed 
their primary efforts to opposite ends of 
the spectrum of the need for services. 
The hospital administrator has concerned 
himself largely with service to the acute- 
ly ill patient; the public health official 
has devoted his efforts principally to pre- 
venting disease; and the voluntary health 
agency has concentrated on gaps in health 
services. But there is beginning to ap- 
pear unmistakable evidence of the will- 
ingness of these three groups to work 
together in planning complete community 
health programs. 

Increasingly in the future, I believe, 
official and voluntary health agencies will 
sit down jointly with hospital planners 
to assess the need for community health 
facilities and services. 


NEW PATIENT CARE CONCEPT 


From the hospital side, there is al- 
ready evolving a new concept of organi- 
zation of services which shows promise, 
the concept of progressive patient care. 
This development has arisen from the 
attempt to better administrative devices 
for providing the health services most 
needed by the people. 

Many hospitals are now incorporating 
one or more of the progressive patient 
care elements in their procedures. It, 
therefore, behooves both hospital and 
public health worker to examine this con- 
cept and identify their own possible roles. 

The central theme of the progressive 
patient care concept is the organization 
of facilities, services, and staff around 
the medical and nursing needs of the pa- 
tient. Its objective is that of tailoring 
services to the needs of the individual 
patient, whether in the hospital or the 
home. Patients are grouped according to 
their illness and their need for care. The 
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To Insure Prompt, 
Effective Bowel Evacuation 
Dulcolax 


Dulcolax — in either tablet or 
apository form — insures 
ive bowel 


evacuation. 


Wor sexe IVE ly by contact — 
system 


on the large lone. 


Is equally effective whether tam 
ministered orally or by sup- 
pository. 

Dosage: Tablets—1 to 3 (usually 2) at bed- 

time for bowel movement the following 

morning, or ¥ hour before breakfast for a 

movement within six hours. Tablets are enteric 

coated, and must be taken whole, not chewed 

or crushed; they should not be taken with 

antacids. Suppositories —1 at the time a bowel ~~ 

movement is required. ° 

Supplied: Dulcolax® (brand of bisacodyl). > 

Yellow enteric-coated tablets of 5 mg. in > 

boxes of 6 and bottles of 100. Suppositories a 
>~ 
< 


of 10 mg. in boxes of 6. Under license from 
C. H. Boehringer Sohn, Ingelheim. 


Contact Laxative Geigy 
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SPANSULE® BRAND OF SUSTAINED RELEASE 


CAPSULES PROVIDE 


¢« PROMPT DRUG ACTION 


e ALL-DAY OR ALL-NIGHT THERAPEUTIC EFFECT 


WITH A SINGLE 'SPANSULE’ CAPSULE—SUPERIOR 


TO 2, 3, OR 4 TABLETS IN DIVIDED DOSAGE « MADE 


ONLY BY SMITH KLINE & FRENCH LABORATORIES 


FIRST X IN SUSTAINED RELEASE ORAL MEDICATION 


staff serving each group of patients is se- 
lected and trained to provide the kind of 
services needed by that group. 

The progressive patient care concept 
envisions the general hospital of the fu- 
ture as the focus of both outpatient and 
inpatient care; as much concerned with 
care of the long-term patient as with the 
treatment of the short-term patient; as 
readily available for assisting the physi- 
cian with care of his patient in the home 
as for assisting him with care of the pa- 
tient in the hospital. 

Five elements are usually associated 
with the concept of progressive patient 
care in the general hospital: intensive 
care, intermediate care, self-care, long- 
term care, and the extension of hospital 
services through organized home care 
programs. 
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In the intensive care unit, critically ill 
patients are concentrated in one area re- 
gardless of diagnosis. These patients are 
under constant audiovisual observation of 
the nurse, with life-saving techniques 
and equipment immediately available, and 
with nursing staff selected and trained 
to care for this type of patient. 

In the intermediate care unit are con- 
centrated patients requiring a moderate 
amount of nursing care, not of an emer- 
gency nature, many of whom are am- 
bulatory for short periods and who are 
beginning to participate in the planning 
of their own care. 

The self-care unit gathers patients who 
are physically self-sufficient and require 
only diagnostic or convalescent care 
which can be provided in hotel-type ac- 
commodations. 


In the long-term care unit are patients 
requiring prolonged care. 

Home care, the fifth element of pro- 
gressive patient care, extends hospital 
services into the home to assist the physi- 
cian in the care of his patients. 

By concentrating patients with similar 
nursing needs into separate units in this 
manner, the staff can be selected, trained, 
and adjusted in number to render maxi- 
mum service. Physical facilities can be 
planned accordingly. 

There are many unanswered questions 
regarding progressive patient care. Much 
additional research is needed. For exam- 
ple, we can, at this time, only speculate 
on its possible effects on hospital costs, 
Also, there are other administrative de- 
vices for improving services which should 
be tested. 

The basic concept of progressive pa- 
tient care is far broader than its rela- 
tionship to the general hospital. A simi- 
lar trend has been developing in the 
mental health field. There is growing 
emphasis upon the provision of commu- 
nity facilities and services for patients 
with mental disorders, in contradistinction 
to continued enlargement of State insti- 
tutions for the care of the mentally ill. 
Again, the objective is to look at the pa- 
tient in accordance with his particular 
needs. Here, application of the progres- 
sive patient care concept leads to consid- 
eration of the need for a psychiatric unit 
in the general hospital, diagnostic and 
treatment facilities on an outpatient basis 
at the community level, including sep- 
arate clinics, a halfway house involving 
sheltered care and group therapy, the so- 
called day hospital or night hospital, 
sheltered workshops, and home care pro- 
grams. 

In modern treatment of tuberculosis, 
too, treatment begun in a hospital can 
now be continued safely and effectively 
in the home at a relatively early stage. 

Clearly, effective patient care, directed 
to the total needs of the patient requires 
better community planning than now ex- 
ists in most places. Certainly public 
health workers should actively participate 
in this planning. In many places, the 
health officer can be the initiator of cer- 
tain aspects of the program, assuming 
responsibility for the organization rather 
than the provision of services. Public 
health workers are well equipped to con- 
tribute to the long-term care and home 
care aspects of progressive patient care. 
By virtue of the multidisciplinary charac- 
ter of the health department staff and 
the focus of their training, they are ac- 
customed to working as a team. They 
are also accustomed to teaching the pa- 
tient and the family how to do for them- 
selves rather than doing for them. 

Before this potential contribution can 
become reality, however, public health 
people must demonstrate a willingness to 
supply the necessary skills. They must 
also fully accept, as a public health re- 
sponsibility, the role of assisting the phy- 
sician in the care of his patient through 
the provision of such services as home 
care programs. Actually, in places where 
public health workers are engaged in fol- 
lowup of patients discharged from tuber- 
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for relief that lasts —longer 


Trigger finger 
Peritendiniiis 
Trigger poin 


Dosage: the usual intra-articular, 
intra-bursal or soft tissue dose 
ranges from 20 to 30 mg. depend- 
ing on location and extent of 
pathology. 

Supplied: Suspension ‘aypeELTrRa’- 
T.B.A.—20 mg./cc. of predniso- 
lone tertiary-butylacetate, in 


-cc. vials. 
"Qc 


° 1 8 6.8 8 Ss DIVISION OF MERCK &CO., INC. 


PHILADELPHIA 1, PA. 


Buration of relief (6 days—37.5 mg.) 
exceeds that 


provided by any Prednisolone Acetate! 
other steroid 
ester 


HYDELTRA-T.B.A. 


(13.2 days—20 mg. 
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Topical Anesthetic Ointment and Aerosol 


Bring prompt, sustained relief from surface pain 


and itching of 
SUNBURN INSECT BITES POISON IVY 
ECZEMA ABRASIONS 


Americaine, the only topical anesthetic containing 
20% dissolved benzocaine, allays discomfort, stops 
the scratch reflex and facilitates healing. 


@ EFFECTIVE “... best topical anesthetic.”" 


@ SAFE Not‘a single case of sensitivity reported 
in over 11,800 published cases.? 


1, 2- References on request 


For summertime uses available in 1 oz. 
tubes and 3 oz. aerosol dispensers. 


Send for complimentary vacation package. 


DOCTOR, FOR YOUR VACATION— 


ARNAR-STONE LABORATORIES, INC., MOUNT PROSPECT, ILLINOIS 


culosis and mental hospitals, they are 
already involved in some facets of pro- 
gressive patient care. Extension of this 
responsibility to other types of long-term 
care, especially that associated with 
chronic illness and other long-term dis- 
abilities, should not be too difficult a hur- 
dle to take. And yet, some brave new 
thinking is required. 

It is relatively easy to determine for 
the community as a whole the magnitude 
of facilities and services needed for in- 
tensive, intermediate, and self-care, since 
these are measured in terms of hospi- 
talized patients. Within the hospital, there 
can be a daily evaluation of the number 
of patients requiring each kind of care. 
With respect to long-term care, however, 
the situation is more complex. Here we 


A-96 


are concerned with a dual problem : On 
the one hand are the many patients in 
general hospitals who could be trans- 
ferred to a long-term care facility; on 
the other hand, many disabled persons 
are scattered throughout the community 
who would benefit by such care if it 
were available. The health officer and his 
staff are in a strategic position to assess 
the scope of the need for this latter type 
of care. 

The home care segment of the pro- 
gram presents quite a different dilemma. 
For other elements, the organizational 
framework within which the service is 
provided is quite clearly that of the hos- 
pital or long-term care facility. For home 
care, some services are supplied by the 
hospital and some by other community 


agencies. This is the stage of the full 
sequence of care in which the health de- 
partment might be expected to have a 
major role. A wide range of services js 
desirable if maximum assistance is to be 
given the physician in the care of his 
patients. Physical therapy, occupational 
therapy, home nursing care, social sery- 
ices, X-ray, laboratory services, nutri- 
tional aid, and homemaker services, to 
name a few. The health department has 
an important role in giving guidance and 
leadership in developing resources to pro- 
vide the services needed. Some of these 
can be supplied by the health department. 
Some can more appropriately be ob- 
tained from other sources. Not always 
will the same agency be the provider of 
service. The health department must be 
willing to fill in the void and equally 
willing to promote the use of and to lend 
its support to services already available 
under other auspices. 

Hospital-based services are, perhaps, 
more apt to give continuity of care than 
those based elsewhere. It is easier for 
one organization to assist the physician 
in management of the patient’s full regi- 
men of treatment, even when some of the 
services used are provided from other 
sources. A home care program must be 
medically supervised, and adequate medi- 
cal records must be maintained. Although 
an underpinning of financial support for 
the program will be needed if services to 
the medically indigent are to be provided, 
provision should be made for patients to 
pay for services whenever possible. The 
business office of a hospital can incor- 
porate such payment in its regular sys- 
tem of patient billing without difficulty. 

In some communities, particularly those 
with several hospitals, more complete 
coverage may be obtained through a 
home care program with services emanat- 
ing primarily from the health department. 
A great deal more study and research is 
needed in this area to establish principles 
for the most effective organization of 
home care programs. 

Nursing service may be provided equal- 
ly well from the hospital, the health 
department, or the visiting nurse associa- 
tion. In weighing the ability and re- 
sponsibility to provide this, or any other 
part of the total services needed, hospital 
and public health workers will have to 
think in terms of services the people 
need, the services they want, and the 
methods by which they can be furnished. 


JOINING FORCES 


Misunderstandings concerning who is 
responsible for what may be avoided by 
formal documentation of the relationship 
of various services. Likewise, the meth- 
odology of getting patients transferred 
from one service to another must be 
carefully worked out and understood by 
all participating agencies. A few commu- 
nities have made a good start in this 
direction. 

It is not uncommon for a health de- 
partment to use hospital outpatient fa- 
cilities for its heart, tuberculosis, or pre- 
natal clinics. On the other hand, except 
for obstetrics and occasionally pediatrics, 
many public health workers still do not 
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NIZ isa potentiated, balanced 
combination of these well known 
synergistic compounds: 
Neo-Synephrine® HCl, 0.5% 
— dependable vasoconstrictor 
and decongestant, 
Thenfadil® HCl, 0.1% 
— potent topical 
antihistaminic. 
Zephiran® Cl, 1:5000 
— antibacterial wetting 
agent and preservative. 
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ANYWHERE ANYTIME 


Just a “poof” of fine spray 


brings relief 1n sEcoNDS, FOR HOURS 


NASAL SPRAY 


Supplied in leakproof,~ . 
pocket size 
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Offering 
a key to 
prescribing 


POLYUNSATURATED ACIDS 
LINOLEIC 


LECITHIN 


Composition 
RG Lecithin is a complex of soybean phosphatides 
or phospholipids, containing lecithin, cephalin and 
inositol phosphatides. ' 


Rich Dietary Source 

RG Lecithin is a dietary source of choline. ..inositol 
... phosphorus... polyunsaturated fatty acids —lino- 
leic acid and linolenic acid.? 


Safety 

RG Lecithin, made wholly from soybeans, is an en- 
tirely wholesome food component and has been so 
used for more than a generation. There are no 
harmful side effects. 


Qn 


— 


indications 

When your patient requires the nutrients supplied so 
liberally by RG Lecithin, it suggests itself as worthy 
of trial. It has a cholesterol lowering effect*, it is a 
natural emusifier!, and for many years it has been 
taken empirically for its tonic effect!. 


Availiability 
RG Lecithin is supplied by your druggist 
in economical granular form. It is 
pleasant to take plain or mixed with 
juices or food. The usually prescribed 
daily dosage is 1 to 3 tablespoonfuls. 


For complete substantiating information 
write to Medical Consultant 


Central Soya Company, inc. 
CHEMURGY DIVISION 


1825 North Laramie Avenue = Chicago 33, Illinois 


1. Wittcoff, H., The Phosphatides, American Chemical Society 
Monograph Series #112, Reinhold Pub. Corp. NYC, 1951, p. 
366-423. 2. Bloor, W. R., Biochemistry of the Fatty Acids, 
American Chemical Society Monograph Series #93, Rein- 
hold Pub. Corp. NYC, 1943. 3. Article, Lecithin in the Diet, 
Journal A.M.A. 168:1168 (Oct. 25) 1958. 4. Morrison, L.M., 
Serum Cholesterol Reduction with Lecithin, Geriatrics, 13:12 
(Jan.) 1958. 


instinctively think of cooperative enter- 
prises in which the health department and 
hospital jointly participate. As a local 
health officer some years ago, I certainly 
did not. 

During the past few years, State health 
departments have been drawn closer to 
hospital and nursing home operations and 
their problems through their licensing 
and inspectional programs. As a rule, 
however, and perhaps of necessity, this 
has been a highly centralized function of 
a relatively small staff in the State health 
agency. The rank and file of public 
health workers have not participated to 
any considerable extent. 

Health leaders are engaged in a never- 
ending search for ways and means to 
provide the kind of services the people 
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need in ways that are most acceptable to 
them. In these days, when the chronic 
diseases and other long-term disabilities 
are the dominant clinical burden, neither 
the hospital nor the health department 
can escape its share of responsibility for 
providing the services such illnesses re- 
quire. 

By joining forces in a well-organized 
program of providing services tailored to 
meet patient needs, progressive patient 
care in its broadest concept, the resources 
of both the health department and the 
hospital can be used to far greater ad- 
vantage to serve the total health needs of 
the community. At the same time, a vast 
new area of interest and of service will 
be opened to hospital and public health 
workers alike. 


Geographic 
and seasonal 
variations in births* 


Benjamin Pasamanick, 
M.D., Simon Dinitz, Ph.D., 
and Hilda Knobloch, M.D.+ 


In previous investigations we have at- 
tempted to demonstrate the relationship 
of climatic variations during the first 
trimester of pregnancy to the birth of 
mentally deficient children. In the most 
recent study we tested the hypothesis that 
above-average summer temperatures dur- 
ing the third month of pregnancy, the 
critical period of fetal central nervous 
system development, are associated with 
an increased risk of being born mentally 
defective, This hypothesis was substan- 
tiated for the period of 1913-48 based on 
the date of birth, and therefore of con- 
ception, of mentally defective children 
admitted to the Columbus State School, 
Ohio.* 

We have shown also that complications 
of pregnancy are significantly more fre- 
quently encountered in pregnancies re- 
sulting in winter deliveries. The impor- 
tance of this finding is that mental de- 
ficiency and neuropsychiatric disorders 
during childhood which are attributable 
to brain injury were highly associated 
with complications of pregnancy.* Thus, 
the complications of pregnancy as well 
as mental deficiency were far greater 
among children conceived during the late 
spring and early summer months than 
were expected. In interpreting this chain 
of evidence, we suggested that either de- 
creased protein intake during the summer 
months or heat stress or both were eti- 
ologically related to the greater propor- 
tion of impaired children born during the 
winter months. Decreased protein intake 
and heat stress have been suggested as 
etiological factors in prenatal and post- 
natal mortality, morbidity, and congenital 
defects. 

This study attempts to add still another 
dimension to our interest in climatic con- 
ditions and their impact on the birth 
process and prenatal and postnatal devel- 
opment. It has been known for a long 
time that there are marked seasonal vari- 
ations in the birth rates in the United 
States and, indeed, throughout western 
civilization. According to data on all 
monthly births in 1955 by State, race, and 
sex which are reported in the United 
States vital statistics reports, there is a 


*Reprinted from Public Health Reports, 
April 1959. 

+Dr. Pasamanick is director of research, 
Columbus Psychiatric Institute and Hospital, 
and professor of psychiatry, College of Medi- 
cine, Ohio State University. Dr. Dinitz is 
research associate at the institute and hospital, 
and assistant professor of sociology at the uni- 
versity. Dr. Knobloch is director, Clinic of 
Child Development, Children’s Hospital, and 
associate professor of pediatrics and assistant 
professor of psychiatry at the College of Medi- 
cine. 
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APP Units Are the Proved Way 
to Help Cure and Prevent Decubiti 


The Alternating Pressure Pad helps prevent and cure decubiti by automatically 
shifting body pressure points every two minutes as illustrated . .. thus maintain- 
ing adequate circulation and preventing tissue breakdown. The combination of an 
APP Unit and normal nursing care starts granulation usually within a few days. 

Equally important, APP Units eliminate the constant turning of patients, 
(which in some cases adversely affects recovery) and provide passive massage on 
a 24-hour basis. 

Thousands of APP Units are now in use. Many more are needed for private 
patients in hospitals and nursing homes. Units are available from leading surgi- 
cal supply houses for standard beds, respirators and wheel chairs. 


APP Units are manufactured solely by Air Mass, Inc., Cleveland, Ohio, U.S. A. 


MAIL THIS COUPON FOR ACTION 


THE R. D. GRANT COMPANY 
805 Hippodrome Building 
Cleveland 14, Ohio, U.S. A. 


C Please send complete details on APP Units. 
C Please send APP Unit Clinical Reports. 


0 Please have your representative call me to arrange a demonstration. 
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STERILE PACKAGED 


i 
nn delav ckaging, tor assured sterility. Even snoula the 
RICK J. ACE, President 


wherever the 


OLARAMINE*® 
REPETABS* 


For day-to-day 
relief and 
maintenance in 
allergic 
reactions with 
these J major 


High degree of 
antihistamine efficacy— 
daylong or nightlong 
protection with a single 
4 mg. Repetas / Low 
dosage—lower than with 
other antihistamines / 
High therapeutic index 
(3380)— highest of all 
antihistamines / Low 
incidence of side effects— . 

much lower than with 
other antihistamine 
preparations 


4 mg. POLARAMINE 
ReEpetass in bottles of 
100 and 1000 


SCHERING CORPORATION * BLOOMFIELD, N. J. 
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around the clock ulcer control with B.I.D. dosage 


Just one 10 mg. Daricon tablet in the morning, and one at night before retiring, keeps 
your patient free from the pain and discomfort caused by gastrointestinal spasm, hyper- 
motility, and hypersecretion. 


Daricon is a remarkably potent and well tolerated antisecretory/antimotility agent. Its 
naturally prolonged action provides day and night relief of pain and symptoms associated 
with peptic ulcer, functional bowel syndrome, biliary tract dysfunctions, ulcerative colitis, and 
other gastrointestinal disorders characterized by spasm, hypermotility, and hypersecretion. 


Dosage: 10 mg. b.i.d. (morning and evening). 
CASES RESPOND 


Pfizer) Science for the world’s well-being References: 1. Finkelstein, M., e : J. Pharmacol. 
& Exper. Therap. 125:330 (April) 1960 2. McHardy, 
G., et al.: Postgrad. Med., in press. 3. Winkelstein, A.: 


Wiai eta resented at Fa eeting, Amer. Soc armaco 
Division, Chas. Pfizer & Co., Inc. & Exper. Therap., 1958. 5. Leming, B.: Clin. Med. 
Brooklyn 6, New York 6:423 (March) 1959. *Trademark 


A-102 Journat A.O.A. 


1 

1 

] 

i 

1 

1 


Je 


pronounced trough in the percentage of 
births occurring in the spring months of 
March, April, and May and a correspond- 
ing peak in the late summer months of 
August and September. This biannual 
variation applies to births of white and 
nonwhite and male and female children. 


The August-September peak has tradi- 
tionally and more or less facetiously been 
attributed to the longer and colder winter 
months. The explanation for the con- 
sistent spring dip in births has been more 
dificult to formulate. We believe that 
the annual spring decline in births may 
be attributed to three interrelated factors 
but primarily to the discomforts of high 
summer temperatures and high humidity. 
This discomfort (there is now a single 
discomfort index combining temperature 
and humidity readings which is used by 
the U.S. Weather Bureau) probably re- 
duces the frequency of coition and con- 
sequently of conceptions. It is also pos- 
sible that high temperatures operate in 
some way (for example, sperm attrition) 
to reduce the conception rate when coition 
is held constant. Incidentally, if this hy- 
pothesis is correct, the spring trough in 
births should be significantly more char- 
acteristic of births among the lower so- 
cioeconomic status groups, who are less 
able to escape the summer temperatures, 
than among the higher socioeconomic 
groups. This hypothesis has already been 
substantiated in one major city, Balti- 
more, Md. Births among upper class 
families, according to our unpublished 
data, were significantly more random 
than among the lower socioeconomic 
groups or among nonwhites. 


If it is true that the greater the dis- 
comfort index in the summer, the smaller 
the percentage of spring births, then 
States which have the hottest, most humid 
summers should have significantly lower 
spring births than States which have 
cooler, less humid summers. From the 
1955 data on births by month of year, 
State, sex, and race*, data for the follow- 
ing groups of States were selected: (a) 
three southern States (Alabama, Louisi- 
ana, and Mississippi) of relatively similar 
socioeconomic composition and with hot 
summers and relatively warm winters; 
(b) two midwestern States (Minnesota 
and Wisconsin) having relatively short 
summers with extreme temperatures and 
long winters; (c) the three most north- 
easterly States (Maine, New Hampshire, 
and Vermont) characterized by cold win- 
ters and moderately cool summer tem- 
peratures; and (d) two northwestern 
States (Washington and Oregon) of 
temperate climate the year round. 

The findings on the variations in the 
percentage of births by month and season 
of year in these four sets of States and 
in the United States tend to support the 
seasonal variation thesis with regard to 
births. Our analysis is, however, based 
on all the aforementioned States. The 
southern States show a marked decline 
in births during the spring months and 
a correspondingly high peak in the num- 
ber of late summer births. The midwest- 
ern and northeastern States show a lesser 
trough in spring births. The northwést- 
ern States of Washington and Oregon 
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AVAILABLE 


clinically tested > 
ethically promoted > 
safe and effective > 
easy to use > 


_ maximum assurance > 


against recurrence and 


WRITE for PROFESSIONAL 
SAMPLE and LITERATURE 


at pharmacies or direct 
in 4 and 8 fluid ounces 


PSORIASIS 


distressing 


to the patient 


4 perplexing 


to the doctor 


COMPOSITION 
RIASOL contains 0.45% Mercury chemically com- 
bined with soops, 0.5% Phenol, 0.75% Cresol. 


SHIELD LABORATORIES 
Dept. OA-759 
12850 Mansfield Avenue ® 


Detroit 27, Michigan 


exhibit no spring trough at all. In fact, 
in these States the number of spring 
births is slightly higher than expected. 
The data also indicate, but not at all con- 
clusively, that male births are fewer just 
prior to and during the descending curve 
of the spring depression. It has been 
demonstrated that males are apparently 
much more at risk of prenatal brain in- 
juries than females.” 

Three interrelated factors are postu- 
lated as responsible for the decreased 
birth rate in the spring months in the 
United States as a whole and in the 
southern States in particular. First, it is 
suggested that uncomfortable tempera- 
tures in the summer reduce the frequency 
of coition and thereby the risk of con- 
ceiving during the summer months. This 


possibility was discussed previously. Sec- 
ond, an equally plausible hypothesis is 
that there is an increased fetal death 
rate among conceptions occurring imme- 
diately prior to and during the summer 
months. Some evidence is already avail- 
able which lends credence to this propo- 
sition. For example, infant death rates 
in the first 28 days of life are higher 
in the spring months. Also, it has been 
shown that prenatal stress via the hypo- 
thalamic-pituitary-adrenocortical system 
and dietary deficiencies during the early 
critical period of fetal development, the 
first trimester, result in fetal deaths in 
animals. 

The third explanation of the spring 
decline in births is purely statistical in 
character and admittedly accounts for a 
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PERSISTIN * 


Night-long salicylate therapy with a single dose of Persistin 
at bed-time helps prevent “joint jelling” in arthritic patients. 
Each Persistin tablet contains acetylsalicylic acid 2% gr. 
(160 mg.) and salicylsalicylic acid 742 gr. (480 mg.). 

The latter ingredient is slowly absorbed and eliminated 

for prolonged salicylate action up to 8 hours. 


Complete dosage information in PDR .. . bottles of 90 tablets 


Samples and literature on request 


herman Leporalories 


*Trademark—Pat. Pend. 


to minimize 
morning joint stiffness. 


Detroit 11, Michigan 


small fraction, at most 10 percent, of this 
decline. The argument here is that in- 
creased births during the peak summer 
months automatically decrease the risk of 
conception and delivery of children dur- 
ing the preceding and succeeding spring 
months. In some of the northern States 
with only a very minor annual spring 
decline this explanation. alone might bring 
the curve up to the normal statistical 
expectancy. 

A number of additional aspects deserve 
brief consideration in the interpretation 
of these findings. Major changes in mar- 
riage and birth patterns have occurred 
since the last war. Since we have re- 
stricted ourselves to postwar data, .com- 
parisons with earlier periods of time in 
the seasonal variations in these patterns 


A-104 


should be a valuable next step in this 
series of studies. Nonetheless. it should 
be stressed that the impact of the sea- 
sonal peaks and troughs in marriages are 
biased against our hypothesis (that is, 
the effect of June marriages should in- 
crease the spring birth rate or at least 
help reduce the trough). Again, the im- 
proving economic situation of lower 
socioeconomic groups should, if our hy- 
pothesis is correct, eventually randomize 
the monthly variations in births in this 
stratum. Finally, the monthly. birth vari- 
ations for nonwhites are generally less 
extreme than for lower class whites. One 
plausible explanation for this phenome- 
non is the postulated greater stress en- 
countered by nonwhites throughout the 
year so that stresses connected with high 


temperature add proportionately less ya. 
riation in their birth rates than for lower 
class whites. 

It would seem that the evidence, aj- 
though incomplete, suggests another ap- 
plication of preventive measures that may 
affect maternal and infant mortality and 
morbidity. The increased access of many 
persons in our society to the means of 
reducing the stress associated with semi- 
tropical summer climates might make a 
very real difference in infant and mater- 
nal mortality and morbidity. 
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Public exposure 
to radiation* 


Statement 


By Arthur S. Flemming, Secretary of Health, 
Education, and Welfare, at press conference on 
March 16, 1959 


During the past 2 weeks there has 
been, as you know, considerable public 
discussion about radioactivity and the ef- 
fect upon health caused by the presence 
of radioactive elements in wheat, milk, 
water, and other foods. 

Some of the discussion has resulted 
from the release by the Public Health 
Service of its reports on radioactivity in 
milk. 

I think it is desirable to emphasize sev- 
eral points: 

1. Radiation is not new in our environ- 
ment, but the problems of radiation in 
the nuclear age are obviously growing 
and will be with us from now on. These 
problems cannot—and should not—be 
minimized. 

2. There are many sources and kinds 
of radiation, such as cosmic rays-and 
medical X-rays, some of which con- 
tribute more than fall-out to the total 
radiation to which the population is ex- 
posed. 

3. Many scientists are seriously con- 
cerned with the cumulative effects on hu- 
man beings of repeated small exposures 


*Reprinted from Public Health Reports, May 
1959. 
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Now 2 ways to specify, Yarnation 
Evaporated Milk infant formula 


t nationwide survey, the evaporated milk | 
ormula was named as first preference by 96% 


NEW/ 
for maximum 
convenience 


CARNALAC is a standard Carna- 
tion Evaporated Milk formula, as 
usually specified — in convenient, 
ready-prepared form. The mother 
just adds water. Diluted 1:1, new 
Carnalac provides protein 2.8%; 
carbohydrate 7.1%* 3.2% fat; 
400 1.U. Vitamin D per reconsti- 
tuted quart; 20 calories per oz. 


| | practitioners 


for maximum 
flexibility and 
economy 


Carnation Evaporated Milk formu- 
la is readily adjustable when 
baby requires individualized feed- 
ing. The great economy makes 
the slight extra trouble of adding 
the carbohydrate very acceptable 
to many young parents. 


} carbohydrate of Carnalac diluted 1:1 consists of 4.9% lactose from the milk, p 
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parboxymethy/cellulose with 2 bnt 
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TFULLY REFRESHING 


range of constipation} fre 
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BETTER RESULTS 


e produces natural, soft, well-formed stools. 
e lubricating, non-irritating bulk, 
low-in-sodium. 


greater capacity .. 
gelling takes place in the intestine, 
not in the stomach. 


e mild peristaltic stimulation assures 
predictable results. 


MORE FLEXIBLE 


e granular powder form allows infinite dosage 
variation for the full range of constipation.. 
occasional to obstinate... from childhood to 
geriatric. 


EFFERVESCENT 


e easy-to-take...really tastes good, 
lemon-flavored. 


CONTENTS: 

Each 7 Gm. white granular powder (approzxi- 
mately 1 rounded teaspoonful) provides: 
Sodium Carboxymethylcellulose ....... 2 Gm 
Di(acetylhydroxypheny])isatin.......... 6 mg. 
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psyllium with a mild peristaltic stimule 


BETTER RESULTS 
e more soft, lubricating bulk and milder peristal- 
ticstimulation combine to produce soft, formed 
stools. 
sodium-free, non-irritating. 


MORE FLEXIBLE 


¢ granular powder form allows infinite dosage 
variation for the full range of constipation... 
occasional to obstinate... from childhood to 
geriatric. 


EFFERVESCENT 


easy-to-take... really tastes good, 
lemon-flavored. 


CONTENTS: 
Each 7 Gm. pink granular pote (approxi- 
mately 1 rounded teaspoonful) provides: 


Psyllium hydrocolloid ................ 3 Gm. 
the highly purified hemicellulose of 
the husk of the psyllium seed. (Plan- 
tago ovata, Forsk) 


Di(acetylhydroxypheny])isatin ...... .. 3 mg. 


DOSAGE — BOTH EFFERGEL AND EFFERSYL: 
Adults: initially, 1 rounded teaspoonful in a glass of 
water, morning and night. Dosage may be increased 
or decreased to suit needs. 

Children 3 years and over: initially, 1 level teaspoon- 
ful in one-half glass of water upon retiring. Subse- 
quent dosage to be adjusted according to results. 
Availability: 4-ounce and 9-ounce bottles at all 
pharmacies. 


Write for generous tasting samples. 
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CAMP CERVICAL COLLARS 


CAMP THOMAS COLLARS 


Camp’s non-toxic, washable, light plas- 
tic Thomas Hyperextension collar pro- 
vides support where hyperextension is 
indicated in treatment of the cervical 
syndrome, subluxations, arthritis and 
cervical radiculitis injuries. Allows par- 
tial lateral head movement. Made in 
five circumferences and heights. 

The Camp Thomas Flexion Collar has 
a low front and added height in the 
back to place the spine in a position 
of modified flexion. Available in small 
and large circumferences and three 
heights. 


Easy-to-Use and Therapeutically Effective 


S.H. CAMP and COMPANY 


CAMP LEWIN COLLARS 


The Camp Lewin wrap-around cotton 
collar is helpful when taking roentgen- 
ograms in cases of injuries with or 
without deformity, rheumatoid myositis 
(fibrositis), brachial neuropathy radi- 
culitis, the neck-shoulder-hand syn- 
drome, muscle injuries and subluxations 
of vertebral articular facets and as a 
first aid measure. It offers (1) preven- 
tion of further injury (2) air draft pro- 
tection (3) body heat retention (4) com- 
fort (5) mild traction. Three lengths — 
small 66”, medium 78”, large 96”. 


Another model in the same sizes, but pro- 
viding more rigidity is made of "’ thick 
foam rubber, vulcanized to rayon satin 

with soft cotton lining. 


Jackson, Michigan 


of radiation, and research is being done 
by the Public Health Service, the Atomic 
Energy Commission, and others to as- 
certain these effects. We are developing 
plans to enable the Food and Drug Ad- 
ministration to engage in research in this 
area. 

4. Our scientific information at this 
time is not sufficient to evaluate precisely 
the long-term health effects of the small 
amounts of radioactivity now contained 
in water, air, milk, and other foodstuffs. 
Continuing and expanding efforts will be 
made to put ourselves in a position to 
make precise evaluations. 

5. The Public Health Service has re- 
peatedly emphasized that the amount of 
radioactivity found in milk is well within 
the tolerable limits as established by the 
National Committee on Radiation Pro- 
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tection and Measurement. These limits 
are the only benchmarks now available. 

6. Some of the figures in the milk 
studies have been misunderstood and need 
further explanation. 

7. The Public Health Service has pro- 
posed a further major step-up in its ex- 
panding radiological health activities. 

Both the Public Health Service and 
the Food and Drug Administration of 
this Department have responsibilities in 
this area. It is apparent that the activities 
carried on in connection with these re- 
sponsibilities will need to be substantially 
strengthened in order to deal with the 
health problems which radiation increas- 
ingly presents. 

With respect to the hazards of radia- 
tion, we should remember that according 
to present theory any radiation may be 


hazardous to health. The degree of haz- 
ard may be great or negligible depending 
on many factors—strength, duration of 
the exposure, the part of the body ex- 
posed, previous exposure, and so on. 

Surgeon General Burney advises me 
that some of the harmful effects that can 
result from radiation, and about which 
there is concern, are genetic mutations, 
the shortening of the lifespan, and in- 
creased incidence of certain types of can- 
cer, including leukemia. 

The Atomic Energy Commission has 
been conducting studies on a broad basis 
for 5 years, including studies of radioac- 
tive elements in water, air, and soil as 
well as human bone and some foodstuffs. 
Studies which have been undertaken more 
recently by the Public Health Service 
supplement some of the studies by the 
Atomic Energy Commission. 

With respect to the. Public Health 
Service’s milk sampling study and the re- 
ports on it, we need to take into account 
a number of factors. 

Milk was chosen for our initial study 
among the foods for several reasons. One 
of the radioactive isotopes of most con- 
cern is strontium-90, because this element 
has a much longer life than most iso- 
topes, because in the biochemical processes 
of the body some strontium-90 is deposit- 
ed in the bones and because strontium-90 
is present in milk. Since milk and milk 
products properly represent such a large 
part of our national diet, it is likely that 
a sizable proportion of the strontium-90 
that stays in the body comes from milk 
and its products. 

In addition, of course, milk is produced 
in all parts of the country all year and 
is thus readily available for uniform 
scientific study. 

As published reports of the Atomic 
Energy Commission, Public Health Serv- 
ice, and other studies show, strontium-90 
and other radioactive elements are also 
present in wheat, soybeans, water, air, 
grass, and in the soil itself. 

With respect to possible misunderstand- 
ings about the figures contained in the 
Public Health Service monthly reports 
on radioactivity in milk, it is important 
to remember that they should be consid- 
ered in relation to other figures. The Na- 
tional Committee on Radiation Protection 
and Measurement, on the basis of the 
scientific opinion available to it, has set 
maximum permissible limits for lifetime 
exposure of the individual to specific ra- 
diation and radioactive materials. 

These limits were adapted from safety 
standards for persons working in close 
proximity to sources of radiation, such as 
medical X-ray technicians. The occupa- 
tional permissible limits were divided by 
10 to provide permissible limits for the 
general population. 

For strontium-90, for instance, the com- 
mittee’s current recommendation for a 
maximum permissible concentration is 80 
micromicrocuries per liter of water or 
milk. This means that on the basis of 
present knowledge the average concen- 
tration of strontium-90 among all items 
of the diet—water, meats, vegetables, 
bread, and so on—could be 80 micromi- 
crocuries per liter (or per kilogram—2.2 
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Remarkable relief from 
LOW BACK PAIN. 


DYSMENORRHEA 


and 


Trancopal 


the first true tranquilaxant* 


Potent MUSCLE RELAXANT 


... Equally effective as a TRANQUILIZER 


* tran-qui-lax-ant (tran’kwi-lak’sant) [ <L. tranquillus, 
quiet; L. laxare, to loosen, as the muscles] 


Trancopal, a major development of Winthrop 
research, is a new, orally administered non- 
hypnotic central relaxant and tranquilizer. 
It relieves muscle spasm in a variety of muscu- 
loskeletal and neurologic conditions and also 
exerts a marked tranquilizing effect in anxiety 
and tension states. : 


Unrelated chemically to any other drug in 
current use, Trancopal offers a completely 
new major chemical contribution to thera- 
peutics. 
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Clinical studies of over 4400 patients 
by 105 physicians’ proved 

Trancopal remarkably effective in 
musculoskeletal conditions, 

anxiety and tension states. 


effective in 


of 1570 documented cases of 


LOW BACK PAIN 


(LUMBAGO, SACROILIAC DISORDERS) 


By relieving muscle spasm and pain, Trancopal permits early and 
active exercise and physical therapy to accomplish maximal benefits 
for rapid recovery. 


the first true tranquilaxant 


I 


MUSCULOSKELETAL DISORDERS 
| 
‘ 
: 


BETTER TOLERATED AND SAFER THAN OLDER DRUGS* INCIDENCE OF SIDE EFFECTS WITH 
Its TRANCOPAL IN 4483 PATIENTS 
With Trancopal there is no clouding of consciousness, no 


euphoria or depression. Even in high dosage, there is no 
perceptible soporific effect. Because it does not irritate gastric 
mucosa, it can be taken without regard to mealtimes. Admin- | 
istration does not hamper work—or play. Blood pressure, 
pulse rate, respiration and digestive processes are unaf- 
fected by therapeutic dosage. Toxicity is extremely low. And 
Trancopal has a lower incidence of side effects than has 
zoxazolamine, methocarbamol or meprobamate. 


effective in 


of 443 documented cases of 


DYSMENORRHEA 


AND PREMENSTRUAL TENSION 


Because of its exceptional calmative property, Trancopal “. . . allows 
the patient to use his energies in a more productive manner in 
overcoming his basic problems.” 


Dosage: 100 to 200 mg. orally three or four times daily. Relief of symptoms 
P occurs in from fifteen to thirty minutes and lasts from four to six hours. 
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Thoroughly evaluated clinically... 


Clinical studies of 4483 patients by 105 physicians’ have demonstrated that Trancopal i 
often is effective when other drugs have failed. From these studies it is evident that 
Trancopal can provide more help for a greater number of tense, spastic, and/or : 
emotionally upset patients than can any other chemotherapeutic agent in current use, | 

| 


MUSCULOSKELETAL 
CONDITIONS 


1415 Patients 
TOTAL 4483 Patients 
MAJOR IMPROVEMENT 

INDICATIONS 84% 
Musculoskeletal 

Low back pain (lumbago) Disk syndrome 

Neck pain (torticollis, etc.) Fibrositis 

Bursitis Ankle sprain, tennis elbow, etc. 

Rheumatoid arthritis Myositis 

Osteoarthritis Postoperative muscle spasm 
Psychogenic 

Anxiety and tension states Asthma 

Dysmenorrhea Angina pectoris 

Premenstrual tension Alcoholism 


Supplied: Trancopal Caplets® (scored) 100 mg., bottles of 100. 


References: 1. Collective Study, Department of Medical Research, Winthrop Laboratories. * 2. Ganz, S.E: 
J. Indiana M. A. In press, * 3. Lichtman, A.L.: Kentucky Acad. Gen. Pract. J. 4:28, Oct., 1958, 


the first true tranquilaxant 
MUSCLE RELAXANT 
(0) Equally effective as a 
TRANQUILIZER 


Trancopal (brand of chlormezanone) and Caplets, (| )nathirop LABORATORIES ew York 18, New York 


Printed in U.S.A. (4191A 
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pounds) for a lifetime without exceeding 
the current maximum permissible concen- 
tration. 

(A curie is the amount of radioactivity 
in 1 gram of radium. A micromicrocurie 
js one millionth of a millionth of a curie.) 

Average yearly levels of radioactivity 
in milk are far more significant than 
monthly levels because the yearly aver- 
ages are more accurately comparable with 
lifetime permissible limits. For strontium- 
90, for example, there was an increase 
in St. Louis, Mo., from 12.2 micromicro- 
curies in October 1958 to 20.1 in Novem- 
ber 1958 (which then dropped back to 
15.6 in December). The average level 
for the year ended October 1958 was 11.4 
compared with 12.5 as the average level 
of the year ended November 1958. This 
yearly average is to be compared with 
the 80 micromicrocuries per liter current- 
ly used as the lifetime permissible concen- 
tration. 

I am advised—and it should be empha- 
sized—that these so-called permissible 
limits are only calculated estimates. They 
will be subject to change as more and 
better scientific data are developed about 
radioactive elements and their effect on 
the human body. 

For example, there has already been 
some public discussion related to lowering 
the recommended levels for some ele- 
ments, such strontium-90. Further 
consideration should be given to the 
amount of strontium-90 which is dis- 
tributed and retained in the body. A 
great deal more research is needed to 
provide data for a more accurate correla- 
tion between the amounts found in food- 
stuffs and their lodgment in the body. 

For the time being the current maxi- 
mum permissible limits represent the most 
informed scientific opinion available to us. 

However, when the total amount of 
radiation to which people are exposed is 
increased, measures should be taken to 
reduce radiation over which we have 
some control. This led the Public Health 
Service to advocate several years ago the 
abolition of X-ray machines used in some 
stores for fitting shoes, and a year ago 
the substitution of skin tests for mass 
X-ray surveys as the first step in detect- 
ing tuberculosis. 

Last September I discussed at’ a press 
conference the range of activities con- 
ducted by the Department in the field of 
radiation. 

We are now working with the Food 
and Drug Administration to determine 
what can be done to enlarge its capabili- 
ties for carrying out its statutory respon- 
sibilities as they relate to the field of 
radiation. 

With respect to the Public Health 
Service program, the Department’s budget 
for 1960 calls for slightly more than a 
doubling of the capabilities of the Public 
Health Service in the field of radiation. 
The request is for an.appropriation of 
$1,439,100, an increase of $805,000 and 
the largest single increase in the Public 
Health Service. This is in addition to 
about $2 million being devoted to the 
study of radiation by the National Insti- 
tutes of Health through grants-in-aid and 
in its own laboratories. The expanded 
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causes of otitis 


causes of otitis 


* Hygroscopic 


¢ Eradicates Pseudomonas and other 


+ Helps restore normal acid mantle 
Rarely sensitizes 


Contains: ‘Aerosporin’® brand Polymyxin B Sulfate, Neomycin Sulfate, nd 
Hydrocortisone (free alcohol) in a sterile, slightly acid, aqueous suspension. 


e Eradicates Pseudomonas and other common 


Antifungal for Monilia and Aspergillus | 
_» Helps restore normal acid mantle 
« Rarely sensitizes 


common 


Available in dropper bottles of 5 ec. 


=, for infected 
and inflamed ears 


Contains: ‘Aerosporin'® brand Polymyxin B Sulfate in Propylene Glyeo 
with 1% Acetic Acid. Sterile. ‘ 


Available ia dropper bottles of 10 ce 


Public Health Service effort would be 
made in three categories—research, tech- 
nical assistance to States and communi- 
ties, and training of personnel. 

Dr. Burney advises me that this re- 
search will have as its aim the develop- 
ment of better knowledge concerning the 
effects of radiation on the human body. 
To obtain more knowledge in this aspect 
of the problem, studies will be made 
in two types of population groups—indi- 
viduals exposed to radiation in industry 
and individuals exposed in the course of 
medical diagnosis and therapy. 

In addition, the research would seek 
to simplify and standardize tests used to 
measure those radiation levels which af- 
fect people. With such standardized 
methods, a national system could be de- 
vised, with the help of State and Terri- 


torial public health agencies, for analyzing 
and exchanging information on radiation. 

Technical assistance to the States and 
communities would include the assign- 
ment of trained Public Health Service 
personnel to selected State, local, and 
regional offices. It would also include a 
survey to identify and assess nationwide 
radiological health resources. One aspect 
of this survey would be to identify per- 
sonnel who might be most readily trained 
for work in radiological health. 

The training activity would cover ex- 
pansion of the existing number of pro- 
fessionally trained persons responsible for 
direction of national and State program 
activities in radiological health. The ex- 
perience gained in these training activities 
would be applied to the training programs 
conducted by State and local health agen- 
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requisite for therapy: 
HE PARKE-DAVIS FAMILY OF ANTICONVULSANTS 


rerequisite for emotional adjustment: therapy 
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s 
for control of grand mal and psychomotor seizures 
odium (diphenvlhydantoin sodium, Parke-Dav: ) is supplied everal fo 
ding kK of 0.03 Gm. and of 0.1 Gm. in bottles of 100 and | Be i 


cies. I feel that these steps are essential 
in the fiscal year 1960, and that if taken 
they can provide fruitful results on which 
to build additional knowledge and meas- 
ures for health protection against radia- 
tion. 

It is quite clear that the problem of 
radiation in our environment is one we 
must learn to live with. In fact, it has 
always been with us. It has national and 
international implications of a most com- 
plex nature. As I have indicated, we 
need, as a first objective, to learn much 
more than we know now about the whole 
subject. Our objective in this Depart- 
ment is to aid in this effort in every way 
possible. 


Acute intestinal 
infection in Alaska* 


John E. Gordon, M.D., and 
Frank L. Babbott, Jr., M.D.+ 


The Arctic is no longer the isolated, 
almost legendary part of the world that 
it once was. The military consequences 
of an atomic age, the press for natural 
resources, and the demands of interna- 
tional air travel bring increasing numbers 
of people to arctic and subarctic regions, 


with a consequent need for information 


on medical problems incident to life in 
cold climates.” 

Epidemiological investigation in the 
arctic has a peculiar fascination; so little 
has been done that almost every observa- 
tion is a contribution to knowledge. This 
satisfaction is tempered, however, by the 
realities of fieldwork in a physical en- 
vironment demanding beyond most others. 
Hotels are not to be found in the far 
north; even a modest lodging house is 
rare; and the hospitality of what may be 
no more than a chance acquaintance be- 
comes priceless. Travel is arduous. Long 
trips by commercial airline and_ local 
travel by boat, bush plane, and dog sled 
to collect information on a few hundred 
people are not unusual. A diet that in- 
cludes whale meat and seal liver, although 
admittedly these are delicacies, still takes 
some accommodating. 

The intestinal infections are an attrac- 
tive starting place in arctic epidemiology 
because the mass behavior of these dis- 
eases has been well worked out through 
long study in temperate and tropical re- 
gions. Also, the required bacteriological 
procedures are relatively simple, a con- 


*Reprinted from Public Health Reports, Jan- 
uary 1959. 

tDr. Gordon is professor of preventive medi- 
cine and and Dr. Babbott, for- 
merly id gy, Harvard 
School of Public "Health, Boston, Mass., is 
now assistant professor of preventive medicine 
and epidemiology, University of Pennsylvania 
Medical School, Philadelphia. This study was 
sponsored by the Commission on Environmental 
Hygiene, Armed Forces Epidemiological Board, 
and supported in part by the Office of the Sur- 
geon General, Department of the Army, Wash- 
ington, D. C. 
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folic acid, other B vitamins, and C. 


CHELATED IRON 


MORE 


THERAPY 


w outstandingly free from g.i. irritation = does not 
stain teeth [when given as a liquid] m can be taken 


mealtime without impaired utilization = compatible 
with ulcer medication, and does not cause added 
irritation @ safest irgn to have in the home because 
of chelate-controlled absorption m and — clinically 
confirmed as an effective hematinic (Franklin et al.: LAMA 


Tablets — 1 tablet t.i.d. furnishes 120 mg. 
Pediatric Drops — 1 cc. furnishes 16 mg. iron 
also: CHEL-IRON PLUS Tablets — chelated iron plus By2, 


without irritation, or at 


CHELATED 
the new way 
to give oral iron 


iron 
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KINNEY & COMPANY, INC. ¢ COLUMBUS, INDIANA 


: “Chelate” describes a chemical structure in which metallic 
~. jons are “encircled” and their physicochemical properties 
- thereby altered. Chelated iron (as iron choline citrate*) is 
- unusually soluble; nonionizable; not precipitated by varia- 
tions in g.i. tract pH, protein, phosphate, or alkali; yet is 
readily available for hemopoiesis on physiologic demand. 


6. PAT. 2,575,638 


sideration of moment in the arctic where 
field conditions are as difficult as they 
are. Alaska was chosen as the first study 
area. As a cultural and administrative 
part of the United States, conditions 
were good for communication and co- 
operation. 

The primary purpose was to determine 
under arctic conditions the mode of trans- 
mission of acute infectious diarrhea of 
man, and to learn something of prev- 
alence and seasonal incidence. Also, in- 
testinal parasites of dog and man were 
surveyed in two villages, and the ecology 
of fish tapeworm was examined in one 
area. 

Recurring outbreaks of enteric disease 
have been recorded among Eskimo pop- 
ulations of Alaska for at least a century 
and a half, along with dramatic epidemics 


of smallpox, measles, and influenza. In 
1807, Unalaska was devastated by an epi- 
demic, presumably of bacillary dysentery, 
and the Klondike gold rush of the late 
19th century brought outbreaks of dysen- 
tery and typhoid fever.? Salmonella ty- 
phosa and other salmonellae were isolat- 
ed repeatedly after the first public health 
laboratory was established in 1936. Sev- 
enteen cases of typhoid fever occurred in 
Anchorage and its vicinity in 1950.2 Epi- 
demics of shigellosis have been reported 
within the last decade in such scattered 
localities as Anchorage, Unalaska, the 
Kuskokwim delta, and Barrow.*? Acute 
diarrheal disease apparently is neither a 
new nor a negligible cause of morbidity 
and mortality in Alaska although it is 
better defined in the south than in truly 
arctic territory within the Arctic Circle. 
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“nutrition ...present as a modifying or complicating 
factor in nearly every illness or disease state’’! 


the rationale for 


m 
cardiac disease 


“B vitamins should be an inte- 
gral part of the treatment pre- 
scribed for any patient with 
cardiac disease. ... As a conse- 
quence of special low salt diets 
and diuretics prescribed to 
release the water held in the 
body fluids by an excess of sodium, the B vitamins 
are ‘washed out’ of the body with the salt, and the 
difficulties of the disease are compounded.” 
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Each Theragran 


Vitamin A . 25,000 U.S.P. units 
Vitamin D . oes 1,000 U.S.P. units 
Thiamine Mononitrate . . . . . . . . 10mg. 
Riboflavin. . . 
Niacinamide . 100 mg. 
Ascorbic Acid . Metals 200 mg. 
Pyridoxine Hydroch 5 mg. 
Calcium Pantothenate ‘ 20 mg. 
Vitamin B,, Activity 
Dosage: \ or more daily as indicated. 

Supply: Family Packs of 180. Bottles of 30, 60, 100 


and 1,000. 


THERAGRAN with Minerals 
available as THERAGRAN-M 


(squies VITAMIN-MINERALS FOR THERAPY) 


bottles of 30,60, 100 and 1,000 
capsule-shaped tablets and Family Packs ud 180 


Also available: Theragran Liquid, bottles of 4 
ounces; Theragran Junior, bottles of 30 and 100. 


m 
infectious disease 


“There are ample, critical, sta- 
tistically significant studies to 
indicate that good nutrition is 
important for optimal resist- 
ance to infection, for a superior 
tissue capability to cope with 
disease and injury, and for 
maximum antibody formation.”5 

“Fever also increases vitamin requirements. This 
is especially true of the B-complex and C vitamins. 
Liquid and soft diets, which are commonly pre- 
scribed early in disease, are inadequate in these 
vitamins. It is advisable to give supplementary 
vitamin capsules during the actual illness and 
convalescence.”’® 


References: 1. Youmans, J. B.: Am. J. Med. 
25:659, Nov. 1958. 2. Gertler, M. M.: Paper 
presented at Conference on Metabolic Factors in 
Cardiac Contractility, N. Y. Acad. Sciences, New 
York City, N. Y., March 18-19, 1958. 3. Fernandy- 
Herlihy, L.: Lahey Clinic Bull. 11:12, July-Sept. 
1958. 4. Spies, T. D.: J.A.M.A. 167:675, June 7, 
1958. 5. Halpern, S. L.: Ann. N. Y. Acad. Sci. 
3:147, Oct. 28, 1955. 6. Pollack, H., and Halpern, 
S. L.: Therapeutic Nutrition, National Academy 
of Sciences and National Research Council, 
Washington, D. C., 1952, p. 54. 7. Kountz, W. B.: 

Mod. Med. 25:102, Aug. 1, 1957. 8. Sebrell, W. H.: a. 
Am, J. Med. 25:673, Nov. 1958. 
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rheumatoid arthritis 


LY\ PAK b4i “It is our practice to prescribe 
amultiple vitamin preparation 
to patients with rheumatoid 
arthritis [collagen disease] 
"2~@ simply to insure nutritional 

any rheumatologists now 
look for nutritive failure among the patients who 


have arthritis and other debilitating diseases.’’* 


SQUIBB 
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use vitamins 


for the next patient you see who needs nutritional support 


Squibb Quality — the Priceless Ingredient 


m 
degenerative disease 


“Most degenerative disease 
changes are believed to be 
related to disturbed nutrition. 
... Even though blood levels 
may be adequate [for vitamin 
A, vitamin D, thiamine, ascor- 
bic acid, and riboflavin]... 
many individuals will improve with supplemen- 
tary administration.”? 
“In chronic diseases . .. in which there is a loss of 
appetite, difficulty in eating or abnormal meta- 
bolic demand, symptoms of B vitamin deficiencies 
also have been found frequently and should 
always be looked for in their management.”’® 


SQUIBB VITAMINS FOR THERAPY 


‘Theragran'® is a Squibb trademark. 
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"It happened 
at work 
while he 

was putting 
oil in 
something” 


FOR 2 PAIN, 


"He told 
Mom his 
shoulder 
felt like 
it was on 
fire" 


"He couldn't 
swing a bat 
without 
hurting” 


“But Doctor 
gave him 
some nice 
pills -- and 
the pain 
went away 
fast" 


"Dad said 
we'd play 
ball again 
tomorrow 
when he 
comes home” 


AND THE PAIN 
WENT AWAY FAST 


*ULS. Pat. 2.628.185 


Such information as exists has been de- 
rived mainly from epidemic events; the 
endemic behavior of enteric and other 
diseases is little known. 


FIELD METHOD AND PROCEDURE 


A choice of study plans rested between 
a continuous investigation in a single area 
over a projected period of 3 years or a 
series of l-year cross-section surveys in 
different but representative kinds of arc- 
tic environment. The far north with its 
tundra, taiga, and glacial topography is 
as varied as the tropics. The main pur- 
pose was to define principles governing 
the mass behavior of intestinal disease in 
arctic climates. Consequently the decision 
was for a series of studies in three char- 
acteristic regions, the tundra terrain of 
Alaska, the taiga of Lapland, and the 


A-118 


glacier country of Greenland. Similar 
methods were used in each, and all were 
under the same field direction. This re- 
port concerns Alaska. 

The Alaskan studies and those which 
followed determined primarily the quali- 
tative nature and prevalence of acute in- 
testinal disorders ; less certain information 
on incidence was derived from histories 
of past illness. In all three areas interest 
has been such that the future long-term 
studies necessary for detailed knowledge 
may be anticipated from local sources. 


One Alaskan study population included 
the Eskimo village of Wainwright, 100 
miles west of Point Barrow on the Arctic 
Ocean, a truly arctic region. The second 
included three subarctic communities, 
predominantly Eskimo, in the Kuskokwim 
delta 400 miles west of Anchorage in 


southwest Alaska. The intent was to 
identify similarities and differences in 
disease behavior in arctic and subarctic 
situations. 

Alaskan residents of the interior and 
the north live almost wholly in small 
settlements or villages, ranging from per- 
haps 25 inhabitants to centers of 1,000 
or more, with 100 to 300 persons the 
usual concentration. The settlements are 
widely separated, oftentimes 100 miles 
apart. Scattered homesteads in a rural 
setting do not exist for the reason that 
there is no agriculture in arctic Alaska 
nor in a goodly part of the northern sub- 
arctic. Inhabitants of the villages mi- 
grate seasonally to temporary fishing 
camps or hunting locations on which de- 
pends the food supply for dog and man. 

The terrain in all four areas was char- 
acteristically tundra, the counterpart of 
the tropical desert. The initial investiga- 
tions were made during late summer and 
autumn of 1954 and winter of 1955. Both 
arctic and subarctic regions were ob- 
served again in late spring and early 
summer of 1955, the time of year when, 
according to local tradition, epidemics of 
intestinal disease are concentrated. 

The field team included an epidemiolo- 
gist, a bacteriologist, and an interpreter 
locally recruited in each village. By 
house-to-house visits we obtained a cen- 
sus of the community, data on families 
and family members, and information on 
physical and social features of the en- 
vironment relating to the behavior of 
enteric disease. We examined patients 
with acute diarrhea and obtained his- 
tories of such illness for each family 
member during the preceding year, the 
criteria being three or more loose stools 
in a single day with variable symptoms 
and duration. The histories included dates 
of onset and time sequence within the 
household. Arrangements were made for 
stool specimens, and approximately 88 
percent of the interviewees cooperated. 


Histories of minor illness have recog- 
nized weaknesses, especially when con- 
cerned with events that occurred several 
months before. A good clinical descrip- 
tion is scarcely to be expected, and the 
longer the interval, the less likely are ill- 
nesses to be recalled. Morbidity data on 
common endemic intestinal infections are 
almost completely lacking in these arctic 
regions, and they are sketchy at best for 
most populations anywhere. By taking 
an actual census of the study population 
and by making surveys at different sea- 
sons of the year, the frequency of diar- 
rheal disease and the age groups most 
involved were reasonably estimated. 

A conviction that the laboratory is an 
essential feature of fieldwork required 
full support in this instance, for it was 
necessary to transport 800 pounds of ap- 
paratus and materials in field chests by 
air either to Barrow or Bethel, and 
thence by multiple trips in small, char- 
tered bush plane or river boat to the vil- 
lages under study. Adequate and com- 
fortable space was usually available in 
the community schoolhouse, but a lab- 
oratory in the arctic should not anticipate 
the usual niceties of running water, gas, 
and electric current. 
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many cardiac patients 
may have THE FULL 
BENEFITS 
CORTICOSTEROID 
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DECADRON—the new and most potent of all corticosteroids, eliminated fluid 


in nearly all cases of pre-existing edema. 
Therapy with DECADRON has also been 
distinguished by virtual absence of dia- 
betogenic effects and hypertension, by 
fewer and milder Cushingoid reactions, 
and by freedom from any new or “‘pecul- 
iar’ side effects. Moreover, DECADRON 
has helped restore a “natural” sense of 
well-being. 


tAnalysis of clinical reports. 


*DECADRON is a trademark of Merck & Co., Inc. ©1958 Merck 
& Co., Inc. 
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retention in all but 0.3 percent of 1500 patientst, and induced beneficial diuresis 
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‘Bottles of 30 tablets. sinus headache MORRIS PLAINS, N.J. 


Nothing takes the edge off summer fun like the dulling pain of sinus headache. Sinus and nasal membranes 
are prone to engorgement by the ravages of pollens, fumes and dust. Even air blasts from summer driv- 
ing lead to the misery of sinus or frontal headache. Fortunately now you can resolve summer sinus 
headache promptly with a single prescription. New Sinutab aborts pain, systemically decongests intranasal 
membranes, and provides mild tranquilizing action to relax the patient. DosaGE: Adults: Two Sinutab 
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one-half adult dosage. FORMULA: N-acetyl-para-aminophenol, 150 mg. (214 gr.); Acetophe- MS 
netidin, 150 mg. (214 gr.); Phenylpropanolamine HCl, 25 mg. (3% gr.); Phenyltoloxamine 

Dihydrogen Citrate, 22 


Specimens of feces collected in the 
field were plated promptly on Salmonella- 
Shigella (Difco) agar, and also inoculat- 
ed into selenite enrichment broth.* The 
remainder was examined for intestinal 
parasites. After 18 to 24 hours incuba- 
tion of the enrichment medium, a second 
SS agar plate was made. Suspicious col- 
onies from both sources were picked into 
triple sugar iron agar.’ Cultures having 
growth characteristics compatible with 
Shigella or Salmonella were transferred 
to nutrient agar slants. Confirmation 
through biochemical tests and serologic 
typing was done later in Anchorage at 
the Arctic Health Research Center, Pub- 
lic Health Service. Ill-defined cultures 
ultimately were identified at the Labora- 
tory Branch, Communicable Disease Cen- 
ter, Atlanta, Ga. 

In addition to providing facilities of a 
base laboratory, the staff of the research 
center and of the laboratories of the 
Alaska Department of Health also took 
part in a number of the field studies. 
The knowledge they had of the country 
and of local disease behavior was of 
material aid. 


INCIDENCE OF ACUTE DIARRHEAL 
DISEASE 

The population of the four Alaskan 
communities of Wainwright, Bethel, Na- 
paskiak, and Kwethluk, as determined by 
actual census, was 1,197 persons, of 
whom 692 were interviewed by household 
visit. Since whole families were the unit 
of observation, the study group was rep- 
resentative of age and sex distributions 
within the village. The number of cases 
of diarrhea recalled for the previous 12 
months was 145, an incidence of 210 per 
1,000 per year. The rate is conservative. 
Wainwright and Bethel were sampled in 
late summer and autumn, Napaskiak and 
Kwethluk in the spring. More nearly 
complete information is to be expected 
for months immediately preceding inter- 
view. 

In the late summer sample, data were 
collected shortly after maximum seasonal 
prevalence; in the spring sample, some- 
what in advance of that event. Annual 
rates derived from the two surveys 
showed no material differences and both 
indicated a summer maximum. A July 
survey expectedly would give higher 
rates and January lower. Dispensary 
records in two villages, Napaskiak and 
Kwethluk, showed that 26 percent and 16 
percent of the population, respectively, 
had received medication for acute intesti- 
nal disorders during the preceding year. 
Infants and children under 4 years of 
age were most commonly ill. This evi- 
dence agrees closely with the informa- 
tion obtained by household visit. The rate 
of 210 per 1,000 per year presumably ex- 
presses with fair reliability the frequency 
of the more severe diarrheal attacks. 

The seasonal distribution of 145 re- 
called cases of diarrhea as obtained by 
household interview shows a well-marked 
preponderance in the summer months, 
nearly double the number for any other 
60-day period. Again, because of the 
time that surveys were made, a seasonal 
variation with most cases in early sum- 
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mer appears established; autumn and 
spring may be unduly weighted. 

Becauses of deficiencies in memory of 
past minor medical events, these numbers 
certainly do not represent all cases of 
acute diarrhea during the year. Based on 
prevalence and a duration of 5 days, the 
expected incidence is in excess of 1,150 
per 1,000 per year. , 


PREVALENCE OF ACUTE DIARRHEAL 
DISEASE 


Eleven cases of acute diarrhea were 
encountered in this general population in 
the course of single household visits, to 
give a prevalence of 16 per 1,000 popula- 
tion. Shigellae were isolated from three. 
The frequency was greatest among chil- 
dren under 4 years of age, which coin- 
cides with the high incidence in this 


group as determined by histories of past 
illnesses. Next in rank was the age 
group 15-44 years, where little illness 
was recalled during the previous year. 
The small numbers permit no conclu- 
sions; they do suggest that diarrhea oc- 
curs more frequently in this middle-age 
range than was remembered or reported 
in the retrospective study of incidence. 


CARRIER RATES 


Identification of shigellae or salmonella 
in stools of healthy persons ranged from 
0 in Napaskiak to 5 percent in Bethel. 
Despite failure to identify a carrier in 
Napaskiak, that community reported the 
highest annual incidence of acute diar- 
rheal disease, 280 per 1,000, of any of the 
four communities. Only 2 of 17 carriers 
were adults, both from Kwethluk and 
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both harboring S. typhosa of the phage 
type responsible for the 1950 epidemic 
in that village. Two carriers were adoles- 
cents; the remaining 13 were 12 years 
of age or less. The low carrier rates for 
Shigella in Napaskiak and Kwethluk 
may well have been due to the time of 
year these communities were sampled, in 
late March and April and 7 to 8 months 
after the usual peak of summer diarrhea. 
A prolonged carrier state for Shigella is 
unusual. On the other hand, the results 
from Wainwright and Bethel were from 
the autumn survey, much closer to the 
epidemic season. 
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Of organisms isolated from carriers, 5 
of the 10 shigellae were S. flexneri 2a, 3 
were S. flexneri group form variant, 1 
was S. flexneri 3, and 1, S. sonnei. Of 
the 7 salmonellae, 4 were S. typhosa, and 
1 each, S. typhimurium, S. infantis, and 
S. oranienburg. 

No pathogens were isolated from 54 
specimens of dog feces which were ex- 
amined becausse of the possible role of 
dogs as a reservoir of salmonellae. Sal- 
monellae were also absent from 300 speci- 
mens of human feces collected in the 
same two villages. Other studies at Bar- 
row®’ revealed S. typhimurium in both 


human and dog feces, to give a relatively 
high community dosage but no clinical 
cases in man. 


EPIDEMIC STUDIES 

Promptly with breakup of winter ice 
in the Kuskokwim River and the opening 
of navigation in May 1955, headquarters 
were set up in the village of Napaskiak 
to investigate in delta communities the 
anticipated epidemics of diarrheal disease 
reportedly associated with the spring 
thaw. The first clinical illness did not 
appear until mid-June. In nearby Oscar- 
ville, a small settlement with unusually 
poor living conditions, 5 active cases were 
identified in a population of 48 over a 
period of 3 weeks, and 4 other persons 
gave a history of diarrhea within the 
preceding 2 weeks. S. flexneri 2a was 
isolated from a sick child and from 2 
sibling contacts, and S. flexneri 3 from 
an elderly man and his 5-year-old grand- 
daughter, both clinically ill. 

Casefinding investigations included 13 
other settlements and salmon fishing 
camps scattered along 20 miles of river 
and the coastal village of Wainwright 
bordering on the Arctic Ocean where 
breakup occurs much later. In a popula- 
tion of 1,050 people observed for 6 weeks 
after breakup, 21 clinical cases of diar- 
rhea were seen, and a history of 25 other 
recent illnesses was elicited. Fournelle 
and his associates surveyed the Kusko- 
kwim delta area that same autumn and 
again in late 1956. In both years more 
than a quarter of the persons in the area 
had had diarrhea in the preceding warm 
weather months; S. flexneri 2a was iso- 
lated from carriers and patients, two- 
thirds of whom were less than 12 years 
old. 

Bacillary dysentery, therefore, is en- 
demic in the Kuskokwim area. The re- 
puted occurrence of epidemics associated 
with breakup did not materialize. Rather, 
there was a slow buildup of cases, reach- 
ing a maximum morbidity in midsummer. 
Sporadic infections or family groupings 
of cases are the rule, although small out- 
breaks occur and S. flexneri is as regu- 
larly isolated in such instances as in 
endemic diarrheal disease. Infants and 
children are most commonly affected. 

Conditions in the arctic community of 
Wainwright essentially duplicated those 
observed in the subarctic Kuskokwim in 
incidence, prevalence, and carrier rates, 
with shigellae again so much the pre- 
dominating infectious agent that indepen- 
dent tabulations were not necessary. 


MODE OF TRANSMISSION 

Acute intestinal disease in the arctic 
certainly originates in contaminated food 
or water. A classic outbreak of staphylo- 
coccal food poisoning affecting 12 of 35 
persons in a camp of stateside workers 
was an incidental experience in the course 
of the studies of Eskimo populations. 
The walrus epidemic of trichinosis in 
Greenland® in 1948 was outstandingly a 
foodborne infection. The early history 
of enteric infection in Alaska contains 
repeated reference to waterborne typhoid 
fever, and such outbreaks still continue.” 
The sanitary precautions accorded whale 
and caribou meat are such as to suggest 
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Softran is a true tranquilizer 

A new, unique pharmacologic screening 
method demonstrates that buclizine 
[SOFTRAN] is not depressant and pos- 
sesses qualities of a true tranquilizer. Cut- 
ting, Windsor, M.D., Baslow, Morris, Ph.D., 
Read, Dorothy, Ph.D., and Furst, Arthur, 
Ph.D., School of Medicine, Stanford Uni- 
versity, Palo Alto, California. The Use of 
Fish in the Evaluation of Drugs Affecting 
the Nervous System. Quart. Rev. Psychiat. 
& Neurol. (accepted for publication) 


Softran is effective for mild to 
moderate anxiety-tension states 
Studies with buclizine [SOFTRAN] indicated 
it to be a potent and versatile therapeutic 
agent with clear-cut tranquilizing proper- 
ties. It was found to be an effective ata- 
raxic agent for mild to moderate anxiety- 
tension states and mild senile agitation... 
The absence of habituation and tolerance 
..makes it of especial value. Additional 
properties of antihistaminic, anti-nauseant, 
anti-motion sickness and hypotensive activ- 
ity make buclizine [SOFTRAN] a valuable 
compound in this field. Settel, Edward, 
M.D. Buclizine, a New Tranquilizing Agent. 
J. Am. Geriatrics Soc. 7:67 (Jan.) 1959. 


Softran produced no undue 
drowsiness or other side effects 


In studies using buclizine [SOFTRAN] for 
patients with anxiety associated with infer- 
tility SOFTRAN was found to be an effec- 
tive tranquilizer. In doses of 50 mg. twice 
daily, adequate effectiveness was obtained 
without undue drowsiness or other notice- 
able side effects. Schultz, John, M., M.D., 
Miami, Florida. (personal communication) 


Softran is a superior tranquilizer 
in disturbed menopausal patients 
We have been using buclizine hydrochlo- 
ride [SOFTRAN] for six months on over 200 
patients, both obstetrical and gynecolog- 
ical. We have found it to be a very superior 
tranquilizer in those patients who are at 
the menopause age and require adjuvant 
therapy to ordinary hormone replacement 
.. It has been universally well tolerated... 
We can unhesitatingly recommend it for 
use in such cases. Rutherford, R. N., M.D. 
For the “Tranquil” Menopause. (Editorial) 
West J. Surg. 66:312, (Sept.-Oct.) 1958. 


from clinical 

and experimental 
studies with 
Softran 


Softran often reduces hypertension 


It is particularly noteworthy that systolic 
blood pressure is often reduced in patients 
with essential hypertension. Diminution of 
psychic stress factors is apparently respon- 
sible for this hypotensive effect. Settel, 
Edward, M. D. Buclizine, a New Tranquil- 
izing Agent. J. Am. Geriatrics Soc. 7:67 
(Jan.) 1959. 


Softran relieved anxiety symptoms 
associated with infertility 


Buclizine [SOFTRAN] and placebo were 
employed in a double blind study con- 
ducted with patients having anxiety symp- 
toms associated with infertility. Marked 
tranquilizing properties were observed 
with the buclizine-containing preparation 
[SOFTRAN]...The product was well toler- 
ated; side effects, such as drowsiness, 
were minimal. Olson, H. J., M.D., Peterson, 
J. E., Ph.D. and Tyler, E. T., M.D. The use 
of Tranquilizing Agents in Infertility. Obst. 
& Gyn. (accepted for publication) 
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to the outsider a distinct likelihood of 
intestinal infection. Family outbreaks 
may occur, but there is no record of a 
community epidemic from such sources. 

The annual summer outbreaks of diar- 
rhea are believed largely due to person- 
to-person contact. The evidence is four- 
fold. In the first place, cases in a 
population tend to occur sporadically as 
opposed to the multiple, primary cases of 
a common-source epidemic with trans- 
mission by vehicle. Second, outbreaks are 
characteristically of slow evolution and 
protracted course, unlike the sharp-point 
epidemic related to contaminated commu- 
nity food or water supply. During our 
investigation, summer outbreaks occurred 
but not in proximity to the spring thaw 
and the breakup of ice in rivers and 
ocean, by which the accumulated wastes 
of the winter presumably are washed 
into surface waters. The first cases came 
some weeks later, and numbers built up 
gradually to reach a peak in midsummer. 
Some infections and particularly the ear- 
lier ones may well have originated in 
contaminated water, but the propagation 
and subsequent course was that of con- 
tact spread. 

In the third place, food habits of the 
Eskimo villagers preclude common ve- 
hicle transmission since each family is 
largely responsible for procuring and pre- 
paring its own food and drink. Finally, 
the Shigella group of enteric pathogens 
predominated in carrier surveys and 
among infectious agents isolated from 
patients. Shigellosis is notably spread 
by person-to-person contact, although of 
course vehicle transmission occurs. 


SUMMARY 


Field studies in 4 Eskimo villages of 
Alaska, 1 on the arctic coast and 3 in the 
subarctic Kuskokwim delta region, dem- 
onstrated acute diarrheal disease to be 
common, especially among infants and 
preschool children. A variety of patho- 
genic bacteria were isolated from’ cases 
and carriers, with Shigella flexneri 2a 
and 3 in greatest frequency. Transmis- 
sion of intestinal infection in sporadic 
cases, in family ‘groupings, and in small 
outbreaks was mainly by person-to-person 
contact. 
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Visceral 
and cutaneous 
larva migrans* 


Paul C. Beaver, Ph.D.+ 


Among animals in general there is a 
wide variety of parasitic infections in 
which larval stages migrate through and 
sometimes later reside in the tissues of 
the host without developing into fully 
mature adults. When such parasites are 
found in human hosts, the infection may 
be referred to as larva migrans although 
definition of this term is becoming in- 
creasingly difficult. The organisms impli- 
cated in infections of this type include 
certain species of arthropods, flatworms, 
and nematodes, but more especially the 
nematodes. 

As generally used, the term larva mi- 
grans refers particularly to the migration 
of dog and cat hookworm larvae in the 
human skin (cutaneous larva migrans or 
creeping eruption) and the migration of 
dog and cat ascarids in the viscera (vis- 
ceral larva migrans). In a still more re- 
stricted sense, the terms cutaneous larva 
migrans and visceral larva migrans are 
sometimes used to denote the formation 
of lesions due to a particular species of 
larva known or presumed to be the one 
most commonly involved: Ancylostoma 
braziliense in the skin, and To-xocara 
canis in the viscera. This usage of the 
terms is incorrect, however, since, as pre- 
viously emphasized, the character and lo- 
cation of the lesions and the resultant- 
symptoms are unreliable clues in the spe- 
cific identification of the causative or- 


ganisms.” 
DEVELOPMENT OF CONCEPTS 


The various groups and species of 
worms involved in the larva migrans 
type of infection, the clinical features of 
the diseases caused by them, and certain 
biological aspects of the host-parasite re- 
lationships have been discussed in a num- 
ber of recent reports and reviews.”* In 
the development of our concepts of larva 
migrans there have been four major 
steps. The first, of course, was the dis- 
covery by Kirby-Smith and his associates 
some 30 years ago of nematode larvae in 
the skin of patients with creeping erup- 
tion in Jacksonville, Fla.* This was fol- 
lowed immediately by experimental proof 
by numerous workers that the larvae of 
A. braziliense readily penetrate the hu- 


*Reprinted from Public Health Reports, April 
1959. 
+Dr. Beaver is professor of parasitology, de- 
partment of tropical medicine and public health, 
Tulane University School of Medicine, New 
Orleans, La. This paper was presented at the 
Communicable Disease Center’s Conference for 
Teachers of Veterinary Public Health and Pre- 
ventive Medicine, and Public Health Workers, 
Atlanta, Ga., June 12-18, 1958. 
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QUESTION: 


What have authorities reported as to 
the efficacy of Fiorinal in 
tension headache? 


ANSWERS: 


From the published reports of 
leading clinicians. 


“The most effective 
symptomatic medica- 
tion in the treatment 
of tension headache 
have been several 
analgesic and seda- 
tive combinations. 
One of the most 
effective is Fiorinal, / h 
which yielded relief in two out of ji 

three patients.” (Friedman, A. P., SP Ect C Crap Y 
von Storch, T. J. C. and Merritt, H. for 


H.: Neurology 4:778, Oct. 1954.) 

tension 
“In the treatment of Be" =4 
tension headaches... 4 headache 


[Fiorinal’s non-nar- 
cotic action] offers a 
better opportunity 
for relief than some 
usually prescribed © 
non-narcotic analges- 
ics.” (Weisman, S. J.: Am. Pract. & 
Digest. Treat. 6:1019, July 1955.) 


one of the most : 
o ; relieves pain, muscle spasm, nervous tension 
useful preparations to pa 


/, date for the relief of rapid action + non-narcotic + economical 

tension headaches. 

2 Easing of the head 

discomfort was accom- 

os 22 plished by one or two 

tablets without any unpleasant side FIORINAL TABLETS 

effects such as drowsiness or gastric 

upecta. Sandoptal (Allylbarbituric acid N.F.X) 

trouble or (% gr.), caffeine 40 mg. (% gr.), 
acetylsalicylic acid 200 mg. (3 gr.), 


acetophenetidin 130 mg. (2 gr.). 
16:77, March 1955.) Dosage: 1 or 2 tablets every 4 hours, 


according to need, up to 6 per day. 
SANDOZ 
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man skin and produce severe, typical 
creeping eruption. 

From a practical point of view these 
demonstrations were perhaps too conclu- 
sive in that they encouraged the impres- 
sion that A. braziliense was the only 
cause of creeping eruption, and detracted 
from equally conclusive demonstrations 
that other species of nematode larvae 
have the ability to produce similarly the 
progressive linear lesions characteristic 
of creeping eruption. While in the initial 
studies by Kirby-Smith it was possible to 
demonstrate larvae in 10 percent of the 
skin biopsies from individuals with creep- 
ing eruption, no spontaneous case of cu- 
taneous larva migrans has yet been given 
a specific etiological diagnosis; that is, 
no larvae have been identified in human 
skin. 
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For many years after it was shown 
that nematode larvae cause creeping erup- 
tion it was assumed that the apparently 
aimless migration was due to abnormal 
host-parasite relationships and that the 
larvae eventually perished and were de- 
stroyed in the skin. Two significant early 
observations argued against that view. 
Wright and Gold’s finding of pulmonary 
infiltrations during or following the ac- 
tive phase of creeping eruption suggested 
that at least some of the larvae succeeded 
in making the normal migration to the 
lungs.’ It was also noted, however, that 
the pulmonary infiltrations could have re- 
sulted from the larvae without their hav- 
ing left the skin. Evidence of a more 
convincing nature was provided by the 
report of an authenticated intestinal in- 
fection of A. brasiliense in a boy in 


Texas.* If adults could be found iy, the 


intestine, the larvae must have migrated 
from the skin through the lungs enroute 
to the intestine. That record is no longer 
accepted, however, and the reports of in- 
testinal infections of A. braziliense in 
man in other parts of the world have 
likewise been rendered doubtful by the 
observations that a morphologically very 
similar species, Ancylostoma ceylonicum, 
formerly regarded as a synonym of 4A. 
braziliense, is a valid species.’ An obser- 
vation by Muhleisen was, therefore, of 
special significance.” For a period of 24 
days he found large numbers of larvae in 
the sputum of a man with severe and 
extensive skin lesions, leaving no doubt 
about migration from the skin to the 
lungs. Unfortunately the larvae were 
not identified, but it was determined 
without any doubt that a mature intes- 
tinal infection did not develop in this case. 


SECOND STEP 


The second major event in the study 
of larva migrans came in 1952 with the 
discovery and identification of 7. canis 
larvae in liver biopsies from children 
with a common disease which up to that 
time had been given a number of differ- 
ent names but was of unknown etiology." 
This was followed a year later by an 
experimental demonstration of the eti- 
ological role of T. canis* and by nu- 
merous confirmatory reports indicating 
that this common ascarid of dogs is re- 
sponsible for much illness in children 
here and in other parts of the world and 
that it apparently is an occasional cause 
of death.” 

Biopsy and autopsy studies in children, 
and various types of studies in experi- 
mental animals have provided more in- 
teresting facts about 7. canis as a cause 
of the visceral type of larva migrans 
than can be mentioned here. 

Briefly, it has been established that in- 
fection is acquired by ingesting soil pre- 
viously contaminated by infected dogs. 
Eggs passed in the feces, under favorable 
conditions in the soil, become infective 
in 2 to 3 weeks, containing second-stage 
larvae which, when taken into the intes- 
tine of a child, erupt from the egg, pene- 
trate the intestinal wall, and soon reach 
the liver. A majority of the larvae may 
remain in the liver but others pass on to 
the lungs and to other parts of the body. 
Larvae have been found in nearly all 
organs. It is of chief interest that a high 
proportion of them invade the central 
nervous system and a considerable num- 
ber have been found in the eye. The 
tragic consequence of invasion of the eye 
is the development of a lesion which by 
its resemblance to retinoblastoma prompts 
the unnecessary removal of that vital 
organ. 

Although most of the larvae eventually 
come to rest in one location and stimu- 
late fibrous encapsulation, there is a pe- 
riod of at least several weeks during 
which they move about in the tissues of 
the visceral organs in much the same 
manner as hookworm larvae migrate in 
the skin, leaving in their wake long trails 
of inflammatory and eosinophilic granulo- 
matous reactions. 
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RAUDIXIN 


Squibb Standardized Whole Root Rauwolfia Serpentina 
Fy Raudixin and Squibb Flumethiazide with Potassium Chioride 


WHAT IS IT? Rautrax is Squibb Standardized Whole Root 
Rauwolfia Serpentina (Raudixin) enhanced by Squibb 
Flumethiazide plus Potassium Chloride. Rautrax is spe- 
cifically designed to provide both antihypertensive and 
diuretic effects. Thus, the combination extends the use- 
fulness of Raudixin to afford effective management of 
hypertension when: prompter reduction of blood pres- 
sure is desirable; greater reduction of blood pressure is 
desirable; signs of edema or congestive heart failure are 
present; there is insufficient response to a single hypoten- 
sive agent; and partial or complete replacement of po- 
tentially more toxic hypotensive agents is desirable. 

Raudixin is Squibb Standardized Whole Root Rau- 
wolfia Serpentina. A decade of modern clinical experi- 
ence has firmly established Raudixin as the cornerstone 
of successful medicinal treatment of essential hyperten- 
sion. Its efficacy and safety have been confirmed by mil- 
lions of prescriptions for millions of patients. 

Flumethiazide was synthesized and developed in the 
Laboratories of the Squibb Institute for Medical Re- 
search. Its chemical designation is 6-trifluoromethyl-7- 
sulfamyl-1,2,4-benzothiadiazine-1,1-dioxide. Pharmaco- 
logic and clinical studies have shown the unusual effec- 
tiveness of flumethiazide in establishing and maintaining 
diuresis in edematous patients.’*> Flumethiazide is com- 
parable in promoting water and sodium and chloride 
loss (saluretic action) to its chloro homologue, chloro- 
thiazide.** At dosage levels producing comparable di- 
uresis, however, flumethiazide has been reported to 
cause less potassium loss than chlorothiazide** or hydro- 
chlorothiazide.** Moreover, the inclusion of supplemental 
potassium chloride in Rautrax provides added protection 
against potassium and chloride loss in the long-term 
management of hypertension. 
HOW DOES IT ACT? RAUDIXIN supplies the total activity of 
the whole Rauwolfia serpentina root. Thus, the thera 
peutic effect of Raudixin is greater than that peotinced 
by any single alkaloid from the whole root.® 

Raudixin has three basic pharmacologic effects, i. e., 
hypotension, tranquilization and bradycardia. In hyper- 
tension Raudixin produces a gradual, sustained lower- 
ing of the blood pressure, but does not significantly 
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affect the blood pressure in normotensive patients. The 
tranquilizing effect of the drug is particularly valuable 
in relieving such common hypertensive symptoms as 
anxiety, tension, headache, insomnia and palpitations; 
patients generally experience a sense of well-being with- 
out lethargy. The mild bradycardia lowers the work load 
of the heart, helping to increase cardiac efficiency. 

RAUTRAX combines the actions of Raudixin and 
Squibb Flumethiazide to provide faster and further 
reduction of elevated blood pressure. Flumethiazide en- 
hances the antihypertensive properties of Raudixin,?*? 
frequently making possible lower doses of the latter 
drug. At the same time Raudixin permits lower doses of 
flumethiazide. Rautrax also lessens the need for rigid 
salt restriction, allowing a more palatable diet. 

Whether the antihypertensive effect of flumethiazide 
depends solely on its diuretic action is not yet known. 
Nor has the exact mechanism of this type of diuretic 
action been determined. 

WHEN IS IT INDICATED? Both Raudixin and Rautrax may 
be used in all degrees of hypertension. Choice between 
the two depends on careful evaluation of each patient. 

RAUDIXIN is the agent of choice unless there is a 
great urgency for a rapid hypotensive effect. Many 
clinicians prefer the gradual, gentle action of Raudixin 
since hypertensive patients, particularly the elderly, may 
not tolerate sudden changes in blood pressure well. 
Raudixin alone is frequently sufficient in mild to mod- 
erate hypertension. Even in severe cases, Raudixin alone 
“may be surprisingly efficacious.”® 

Rautrax is the antihypertensive agent of choice 
when: prompter reduction of blood pressure is desirable; 
greater reduction of blood pressure is desirable; signs of 
edema or congestive heart failure are present; there is 
insufficient response to a single hypotensive agent; and 
partial or complete replacement of potentially more 
toxic hypotensive agents is desirable. 

Rautrax alone is sufficient for most hypertensive 

patients. When an additional antihypertensive effect is 
needed, however, ganglionic blocking agents, veratrum 
and/or hydralazine may be used to augment Rautrax 
therapy. Rautrax affords smoother control of blood 
pressure and permits considerably lower dosage (at least 
50% lower) of these more toxic hypotensive agents. After 
an adequate response is obtained and maintenance dosages 
established, it may gradually be possible to eliminate the 
other hypotensive agents and maintain the patient on 
Rautrax or Raudixin alone. 
WHAT IS THE DOSAGE? Since Raudixin and Rautrax may 
be used in all degrees of hypertension, mild, moderate 
or severe, the dosage of these agents should be carefully 
individualized for each patient. Patients on Raudixin or 
Rautrax therapy should be observed at regular intervals 
to detect any need for changing dosage or the presence 
of any unwanted effects. As with any medication, patients 
should be maintained on the lowest dosage of either 
agent needed to achieve the desired effect. 
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RaupixIn: The recommended initial dose is two 
100 mg. tablets once daily. While the maximum tran- 
quilizing effect of Raudixin usually appears in three to 
ten days, the maximum hypotensive effect may not be 
seen for one to three weeks. Then the dosage should be 
adjusted according to the patient’s response. The main- 
tenance dosage generally ranges from 50 to 300 mg. 
daily, in single or divided doses. Most patients can be 
maintained on single daily doses of 100 to 200 mg. 
Some patients who have responded satisfactorily during 
a five to six weeks’ course of Rautrax may be transferred 
to Raudixin for maintenance therapy. For these patients, 
the suggested Raudixin dosage is 100 or 200 mg. as a 
single daily dose. 

RauTrax: Initial daily dosage of Rautrax may range 
from 2 to 6 tablets in divided doses, morning and night. 
For most cases 2 to 4 tablets daily is sufficient, but a few 
may require up to 6 tablets. In edematous patients, the 
maximum diuretic effect is readily apparent within one 
or two days and subsides after four or five days of treat- 
ment as an edema-free state is reached and maintained. 
The maximum hypotensive effect, however, is usually 
not seen for several days, after which the dosage should 
be adjusted according to the patient’s response. Daily 
maintenance dosage of Rautrax may range from 1 to 6 
tablets in divided doses. Most patients can be maintained 
on 1 or 2 tablets daily. 

WHAT IS THE MARGIN OF SAFETY? 

F.AUDIXIN provides these safety factors: 1. unlike reser- 
j ine, reactivation of peptic ulcer has not been reported; 
“may be used safely even in the presence of ulcer disease”® 
2. less likely to produce depression 3. less likely to pro- 
duce Parkinson-like symptoms 4. does not require serial 
blood counts during maintenance therapy 5. is not habit 
forming; tolerance to it has not been reported 6. con- 
venient potencies protect physicians against inadvertent 
overdosage, a tendency which Wilkins® believes exists 
with 0.25 mg. reserpine tablets 7. meticulously standard- 
ized for consistent, predictable results. 

RauTrRax provides all the safety factors of Raudixin 

plus those of Flumethiazide: 1. complementary action?**7 
with Raudixin permits lower doses of each drug which 
minimizes possibility of unwanted effects; the usual 
maintenance dose of Rautrax is far below the upper 
safety limits of either or both drugs combined 2. less 
potassium loss than with chlorothiazide*® or hydro- 
chlorothiazide** 3. no appreciable effects on serum elec- 
trolytes'*5 4, gout, purpura or allergic reactions not 
reported 5. patients allergic to chlorothiazide have not 
proved allergic to flumethiazide’® 6. agranulocytosis not 
observed—plus those of Potassium Chloride: 1. protection 
against potassium and chloride loss lessens need for 
dietary supplementation and weekly electrocardiograms 
and serum potassium determinations. 
WHAT ARE THE SIDE EFFECTS? RAUDIXIN is remarkably 
well tolerated over extended periods of therapy. In some 
patients, bizarre dreams, looseness of the bowels, nausea 
and vomiting, nasal stuffiness and drowsiness may occur. 
These symptoms are frequently alleviated as therapy 
progresses or with lower dosage. Reversible extrapyram- 
idal symptoms may occur in a few patients on high 
dosage, but the likelihood of these Parkinson-like symp- 
toms is considerably less than with the reserpine. Like 
reserpine, Raudixin may produce mental depression in 
*See footnote on Page 1 


patients on high dosage or prolonged therapy, although 
it is less likely than reserpine to have this effect in the 
recommended doses. Patients exhibiting signs of depres- 
sion should be placed on lower dosage or taken off the 
drug. Water retention with edema in patients with hyper- 
tensive vascular disease may occur rarely, but the condi- 
tion generally clears with cessation of therapy. 

RauTRAX diminishes the possibility of unwanted 
effects from Raudixin because the combination permits 
lower doses of both Raudixin and flumethiazide. 

No serious side effects attributable to flumethiazide 
have been reported in clinical trials to date. A few cases 
of mild pruritus and minor gastrointestinal disturbances 
have occurred. As with any potent diuretic of this type, 
however, hypochloremic alkalosis with or without hypo- 
kalemia may occur in some patients despite the supple- 
mental potassium chloride provided by Rautrax. Gen- 
erally, a high potassium intake as supplied by orange or 
tomato juice and a balanced diet of meat and vegetables 
helps preclude these unwanted effects. Patients with 
cirrhosis are particularly prone to hypokalemia. There- 
fore, cirrhotic patients or those on low-salt diets should 
be observed closely and regularly to detect early signs 
of fluid and/or electrolyte disturbance so that appropri- 
ate corrective measures can be taken promptly. Care 
should be exercised in treating patients with severely 
damaged kidneys and low urine output. Note: While 
there are no absolute contraindications to the use of 
Rautrax, any preparation containing rauwolfia should be 
administered with caution to patients with a history of 
depression or suicidal tendencies. 

WHAT ARE ITS ADVANTAGES? 

RAUDIXIN Offers: 

* effective, safe antihypertensive action 

¢ bradycardia to increase cardiac efficiency 

¢ tranquilization to help relieve emotional aspects of 
hypertension. 

RauTRAXx offers all the advantages of Raudixin plus those 

of Flumethiazide: 

complementary antihypertensive action?’*? 

reliable diuretic action*** 

consistent effectiveness (tolerance not reported) 

effectiveness in patients refractory to chlorothiazide’ 

sodium excretion comparable to chlorothiazide* 

less potassium loss than caused by chlorothiazide*> or 

hydrochlorothiazide** 

¢ reduced need for rigid salt restriction in diet 

plus those of Potassium Chloride: 

¢ added protection against potassium and chloride loss 
during long-term therapy; minimizes need for dietary 
supplementation. 

WHAT IS THE SUPPLY? RAUDIXIN: 50 and 100 mg. tablets, 

bottles of 100, 1000 and 5000. RauTRaAx: capsule-shaped 

tablets of 50 mg. Raudixin, 400 mg. flumethiazide and 

400 mg. agen chloride, bottles of 100. 
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Thus in comparison with their micro- 
scopic size the wandering larvae produce 
large and extensive lesions that can be 
readily seen with the unaided eye in and 
on the surface of the liver and, at times, 
in other organs, especially the brain. This 
is the type of infection now called vis- 
ceral larva migrans. Its most prominent 
clinical feature is high, stable, and per- 
sistent, eosinophilia, not uncommonly 
reaching levels suggestive of eosinophilic 
leukemia. Less outstanding and less con- 
stant features are enlargement of the 
liver, hyperglobulinemia, intermittent fe- 
ver, infiltrations of the lungs, neurologi- 
cal symptoms, and deviations in behavior. 

Thus far 7. canis is the only species 
of larva identified in cases of visceral 
larva migrans. However, there is a good 
experimental and epidemiological basis 
for suspecting other species to be similar- 
ly involved. Toxocara cati, as common 
or more so in cats as 7. canis is in dogs, 
should occasionally reach the tissues of 
children. In one instance a larva in a 
child’s liver has been questionably iden- 
tified as T. cati.™ 

Greatest anticipation of early incrimina- 
tion is with Ancylostoma caninum. This 
worm is more common in dogs than T. 
canis, and occurs in cats as well as dogs. 
Whereas 7. canis is relatively uncommon 
in older dogs and is especially uncommon 
in sexually mature females, A. caninum 
is found in both dogs and cats ‘at all 


ages. Both parasites take full advantage 
of prenatal infection in maintaining a 
high level of endemicity and both are 
known to persist in the tissue of experi- 
mental animals for more than a year. 
There is no apparent reason why the lar- 
vae of A. caninum should not be found 
in the tissues of children along with the 
Toxocara species. However, further 
studies may bring to light an explanation 
which is presently not apparent. Larvae 
entering the body through the skin are 
less apt to be found in the liver and it 
is probable that A. caninum larvae are 
much less frequently ingested than the 
eggs of Toxocara and some of the other 
helminths. 

The searching of liver biopsies for 
Toxocara larvae has in recent years un- 
covered three cases of Capillaria hepatica 
which formerly was found only at autop- 
sy and was thought to be rare in man. 
It is hoped that when nematode larvae 
are encountered in the examination of 
human tissues it will not be assumed on 
circumstantial evidence that they are any 
particular species but rather will be 
identified on the basis of characteristic 
morphology. 


THIRD STEP 


The third notable contribution to our 
knowledge of larva migrans came from a 
series of studies on the basic life cycle 
patterns among the ascarids. Sprent” 


summarized these studies and pointed out 
that while infections by some and per- 
haps most of these species adapted to 
carnivorous land mammals can be trans- 
ferred from host to host in the same 
manner as Ascaris lumbricoides, that js 
by ingestion of infective eggs in con- 
taminated soil, the usual pattern under 
natural conditions includes intermediate 
or transport hosts. 

Originally our domesticated dogs and 
cats may have acquired their ascarid and 
perhaps some of their hookworm infec- 
tions not directly from the soil but indi- 
rectly by eating other mammals which by 
feeding on the ground had earlier picked 
up the infective stages, preserved or fur- 
ther incubated them in their tissues, and 
passed them on to their predators. 

Experimentally, T. canis, T. cati, and 
A. caninum can be transferred to their 
final host by first inoculating mice or 
other small mammals which are then 
after several days, weeks, or months fed 
to dogs or cats. The significance of such 
observations is immediately apparent. 
They point out that our previous inter- 
pretation of larva migrans caused by 
these species was essentially incorrect. 
The migration and persistence without 
development in human tissues are not, 
as we had supposed, basically due to an 
abnormal host relationship. We may still 
regard man as an abnormal host for the 
adult stage, and an unnatural host for 
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diagnosis are being developed by Sadun 


out the larvae in that he provides no ad- parasitic disease are, of course, dependent 
per- vantage for the parasite as a species, but upon the accurate identification of the and associates,” Kagan,” and’ Jung and 
to the behavior of the larvae in man being organism which causes it. To make this Pacheco.” The fault in serodiagnostic 
Ans- the same as in natural transport hosts possible, additional studies such as Nich- methods has been their lack of specificity 
sass apparently is not abnormal. It is then to ols’ are needed. due to cross-reacting antigen-antibody 
t is be expected that any of the larval stages systems among related worms. By frac- 
nil of nematode parasites of wild or do- RESEARCH ON PREVALENCE tionation and purification of antigens, 
der mesticated carnivorous animals adapted Inasmuch as public health programs cross-absorption of antibodies, and appli- 
late to the use of mammalian intermediate or place strong emphasis on the reliable cation of the recently developed hemag- 
transport hosts may grasp the opportu- determination of disease prevalence and glutination and flocculation tests appar- 
and nity to enter the tissues of human hosts on the development of preventive meas- ently reliable diagnoses are now being 
and and await, unsuccessfully of course, the ures, we should mention here two addi- obtained. 
€c- transfer to a predator final host. tional phases of research in which recent With the recognition that dog and cat 
idi- It is obvious from these remarks that studies show promise of providing im- parasites cause obscure, serious disease 
by detailed studies on the life cycles of all portant, useful information. in humans, surveys to determine the geo- 
ced worm parasites of animals having con- Thus far it has not been possible to graphic distribution and prevalence of in- 
ur- tact with humans have great usefulness get a clear picture of either the extent dividual species have taken on new sig- 
ind in the study of larva migrans and other or the prevalence of visceral larva mi- nificance. Among the first to recognize 
zoonotic helminthiases. grans. Originally, diagnosis was based this and to carry out a thorough and 
nd on liver biopsies taken by laparotomy. meaningful survey of dog parasites were 
eir FOURTH STEP This procedure is too hazardous and ex- Donaldson and his associates and Ehren- 
or The fourth major advance in larva pensive to be used routinely. Further- ford.” 
en migrans research was Nichols’ demon- more, no specific therapy is available, and Ehrenford has given at least a partial 
ed stration of the feasibility of identifying usually when additional infection can be answer to one of the first and most sig- 
ch nematode larvae in microsections of tis- prevented, the prognosis is favorable. It nificant questions asked about 7. canis. 
at. sues.” These classic morphological is understandable, therefore, that a clini- Recognizing that pups are more often in- 
T- studies, while limited to only a half dozen cal diagnosis, unconfirmed by actual iden- fected than adult dogs the question is 
oy species considered most likely to be en- tification of the causative organism, is often raised as to the actual risk with 
ti countered in human tissues, left no doubt relied upon in the management of most older dogs. Ehrenford’s answer is that 
ut that descriptions of these and other spe- cases. It is equally understandable that the risk depends upon the sex of the dog. 
t, cies could be sufficiently detailed to per- unconfirmed clinical diagnoses are not Males are about as frequently infected 
n _mit reliable identification often when really satisfactory. as pups but the incidence among females 


only fragments of the larvae are avail- 
able for study. The interpretation, pre- 
vention, and effective control of any 


In view of these circumstances, it is of 
great interest that promising and already 
somewhat useful serologic techniques of 


is lower at all ages and is markedly low- 
er in the mature adult. In Indiana and 
adjacent States less than 5 percent of 
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mature females were found to be infect- 
ed, while almost a third of the mature 
males were passing Toxrocara eggs that 
might eventually be the cause of illness 
in children. These data were obtained 
from stray, uncared for, unwanted dogs, 
as has been the case in almost all pub- 
lished surveys. 

Studies in New Orleans indicate that 
although the rate of infection among well 
cared for dogs is relatively much lower, 
it still is disturbingly high. Among 171 
fresh dog stools collected along the side- 
walks in front of houses of perhaps the 


most sanitation-minded, hygiene-con- 16. Nichols, R. L.: The etiology of visceral q 


families in the city, 7 percent contained 
T. canis eggs; hookworm eggs were 
found in 51 percent, and Trichuris in 25 
percent. Almost all of these stools were 
judged to have come from adult dogs. 
Also in New Orleans, among 103 im- 
mature and 222 mature dogs brought to 
veterinarians for various services, all 
relatively expensive (indicating the own- 
ers’ concern for their well-being), Toxro- 
cara was found in approximately 15 per- 
cent of the young dogs and 3 percent of 
the older ones.* Relatively few of the 
dogs of either age group were presented 
specifically for anthelmintic treatment. 
Nearly half harbored hookworms and 
one-fifth had Trichuris infections. 


CONCLUSION 
There is much needed information to 


be derived from good surveys and epi- 
demiological studies of intestinal para- 
sites of dogs and cats. To be of greatest 
usefulness such studies should be carried 
out with the same careful preparation 
and epidemiological forethought and pur- 
pose as would be acceptable in a study of 
human disease. In fact such studies can 
be regarded as being directly concerned 
with human disease. We are only begin- 
ning to appreciate the importance of in- 
cluding household pets in the total picture 
of the family’s and the public’s health. 


1. Beaver, P.: Larva migrans. A _ review. 
Exp. Parasitol. 5:587 (1956). 

2. Beaver, Parasitic diseases of animals 
and their relation to public health. Vet. Med. 
49:199 (1954). 

3. Beaver, P.: Wandering nematodes as a 
cause of disability and diseases. Am. J. Trop. 

Hyg. 6:433 (1957). 

4. Beaver, P.: Animal parasites and human 
diseases. Pediatrics 22:380 (1958). 

5. Platou, V., and Beaver, P.: Visceral 
larva migrans. Acta, Paediat. 46:64 (1957). 

6._Kirby-Smith, J. L., Dove, W., and White, 
G. F.: Creeping eruption. Arch. Dermat. & 
Syph. 13: 137 (1926). 

7. Wright, D. O., and Gold, E. M.: Léfflers 
syndrome associated with creeping eruption (cu- 
taneous helminthiasis). Report of 26 cases. 
Arch. Int. Med. 78:303 (1946). 

8. Dove, W. E.: An intestinal infection of 
Ancylostoma braziliense in a boy and skin le- 
sions produced with larvae from this strain. J. 
Parasitol. 15:136 (1928). 

9. Beaver, e record of Ancylostoma 
braziliense as an intestinal parasite of man in 
North America. Am. J. Trop. Med. & Hyg. 5: 
587 (1956). 

10. Muhleisen, J. P.: Demonstration of pul- 
monary migration of the causative organism of 


creeping eruption. Ann. Int. Med. 
(1953). 

11. Beaver, P., Snyder, H., Carrera, G,, 
Dent, J., and Lafferty, J.: Chronic eosinophilia 
due to visceral larva migrans; report of three 
cases. Pediatrics 9:7 (1952). 

12. Smith, M. H. D., and Beaver, P.: Per. 
sistence and distribution of Toxocara larvae in 
the tissues of children and mice. Pediatrics 12: 
491 (1953). 

13. Dent, re Nichols, R., Beaver, P., Car. 
rera, G., an Staggers, R.: Visceral larva mi- 
FTose) with a case report. Am. J. Path. 32:777 

14, Karpinski, F, E., Everts-Suarez, E. A., 
and Sawitz, W. G.: rval anulomatosis 
(visceral larva migrans). Am. J. Dis. Child. 
92:34 

15 rent, J. F. A.: The life cycles of 
nematodes in the family Ascarididae Blanchard 
1896. J. Parasitol. 40:608 (1954). 


38 :395 


sitol. 42:349 (1956). 

17. Nichols, R. L.: The etiology of visceral 
larva migrans. II. Comparative larval mor- 
phology of Ascaris lumbricoides, Necator ameri- 
canus, Strongyloides stercoralis and Ancylos- 
toma caninum. J. Parasitol. 42:363 (1956). 

18. Sadun, E. H., Norman, L., and Allain, 
D.: The detection of antibodies to infection 
with the nematode, Toxocara canis, a causative 
agent of visceral migrans. Am. J. Trop. Med. 
& Hyg. 6:562 (19875. 

_19. Kagan, I. G.: Serum-agar double diffu- 
sion studies with ascaris antigen. J. Infect. Dis. 
101:11 (1957). 

20. Jung, R. C., and Pacheco, G.: Relation- 
ship of clinical features to immunologic reac- 
tions in visceral larva migrans (abstract). Am. 
J. Trop. Med. & Hyg. 7:256 (1958). 

21, Donaldson, A., Steele, J., and Scatterday, 
J.: Creeping eruption in the Southeastern Unit- 
ed States. Am. Vet. M. A., Proc. 87th Ann. 
Meet., p. 83, 1950. 

22, Ehrenford, F. A.: Canine ascariasis as a 
source of visceral larva migrans, a zoonosis. 
Am. J. Trop. Med. & Hyg. 6:166 (1957). 

23. Vaughn, J. B.: The prevalence of Toxo- 
cara canis infection in dogs admitted to four 
represen hospitals in New Orleans, Louisiana. 
n press. 


Benign Hypertrophy 


the March 1958 issue 


of The Journal 


in ie in the 
Medical a @ Enlargement reduced ............... 92% 
1959 issue of Southwestern Nocturia relieved ....... ...... .. 95% 
par linical investigation of PROSTA pond © Urgent urination relieved..... . 81% 
ctive results as indicated at righ'- Frequency urination reduced.. 73% 
sules showed elt © Discomfort relieved ................ 71% 
Delayed micturition relieved... 70% 


Prostall capsules contain 6 gr of a mixture of aminoacetic acid (glycine), 
glutamic acid and alanine. 


The recommended dosage is 2 Prostall capsules for marked improvement. Some cases need 
three times a day for two weeks, thereafter, | continuous therapy, while others require it 
capsule three times daily. Since nutritional periodically. 

factors require time, the regimen should be _ Prostall capsules are ethically promoted. Sup- 
continued for a minimum of three months, plied in bottles of 100 and 250 capsules. 


Write for professional literature 


METABOLIC PRODUCTS CORP. 


A-136 Journat A.O.A. 


mptomatic Reliet | 


IRWIN, NEISLER & CO. 


Decatur, inois 


The patient complains: “This diet is killing 

me! | can't keep my mind off food! Maybe 

| should just give up and eat what | please 
because DIETING IS TORTURE!” 


for the patient who can’t stay on a diet 
prescribe the diet but add 


Obocell-TF 


Obocell-TF (tension formula) contains an 
antidisturbant, methapyrilene, to help the 
obese patient endure a strict diet. Metha- 
pyrilene is not a barbiturate . . . does not pro- 
duce barbiturate side effects. Obocell-TF 
combines this antidisturbant with d-amphet- 
amine phosphate to curb the appetite and 
provide a “controlled lift,” eliminating pos- 
sible CNS overstimulation. At the same time 
Obocell-TF controls bulk hunger with Nicel. 
And Obocell-TF can be given in the evening 
to combat the night-eating syndrome without 
disturbing sleep. 


Each Obocell-TF tablet contains: 
Methapyrilene, an antidisturbant....... 25 mg. 
d-amphetamine phosphate (dibasic).... 5 mg. 
Nicel, non-nutritive, hydrophilic agent. . 150 mg. 
For Rx economy prescribe Obocell-TF in 100's. 


: 
=: 


Childhood 


Accidents* 


James L. Goddard, M.D. 

Chief, Accident Prevention Program 
Division of Special Health Services, 
Public Health Service 


In the past two decades there has been 
growing concern over the health problems 
created by accidents and in particular 
those accidents involving children. Many 
groups have voiced this concern at vari- 
ous times—pediatricians, schoolteachers, 
surgeons, parents’ groups, national volun- 
tary agencies, and, quite properly, public 
health agencies at all levels. 

Those of us who are part of these 
groups know one of the major reasons 
for this concern—accidents are the lead- 
ing cause of death for all ages between 1 
and 35. They have attained this position 
as the result of the triumph in this cen- 
tury over those ancient enemies of child- 
hood, the contagious diseases. 


*Reprinted from Children, May-June 1959. 
Based on a paper presented at the 1958 annual 
meeting of the American Public Health Asso- 
ciation, St. Louis. 


to the top of the death cause list. Rather 
they have been uncovered, as rocks are 
left uncovered by receding waters at low 
tide. Like the rocks they are no less 
real because they have recently been re- 
vealed. It is no less our duty to cope 
with them. 

We are not only concerned about the 
loss of 10,000 children ages 1 to 15 each 
year through accidental deaths; we are 
also intimately involved with the prob- 
lems of children who are crippled, 
maimed, or disfigured by accidents. The 
extent to which each of us is involved 
varies from region to region and depends 
in many instances on how people obtain 
health services. The National Health 
Survey gives us some idea of the dimen- 
sions of this part of the problem. Esti- 
mates based on the first year of the sur- 
vey indicate that some 17 million children 
sustain accidental injuries each year. 

Here, further, are some significant de- 
tails regarding injuries to children: 

1. Home accidents are a preponderant 
source of injury. The motor vehicle is a 
relatively insignificant factor in this age 
group. 

2. Boys are involved in a dispropor- 
tionate number of injuries—almost twice 
as many as the injuries to girls. This 
disproportion begins shortly after the 
first year of life and increases thereafter ; 


Thus, accidents have not actualty~ risen. 


inthe age. group 10 to 14. the. boyswhave;, 


almost three times as many injuries as 
girls. 

3. The frequency of injury among both 
sexes is far greater than we had previ- 
ously estimated. Among males under 15 
years, 4 out of 10 suffer some sort of 
accidental injury each year. Among fe- 
males, the casualty incidence is 2 out of 
10. 

There are marked differences between 
injuries which produce death and those 
which children survive. The significance 
of these differences becomes apparent 
when plans for preventive programs are 
considered. Analysis of death certificates 
shows motor vehicle accidents, drowning, 
fires and explosions, and obstruction and 
suffocation as the four major accident 
categories in which children are involved. 
When morbidity data are examined, falls, 
cutting and piercing instrument injuries, 
blows from objects, and animal bites are 
the major types of accidents to be con- 
sidered. Motor vehicles are fifth. 

Two other sets of facts are worth at- 
tention in this sketchy profile of acci- 
dental injuries involving children. 

The first pertains to the nature of the 
injury. An analysis of 7,811 emergency 
room cases and hospital admissions of 
children in a northeastern community 
showed that lacerations, contusions, and 
fractures are the most frequent types of 
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injuries. Burns and scalds are also fre- 
quent in children under 5 years of age. 

The second set of facts describes the 
injuries to parts of the body and accord- 
ing to age group. These reveal that in- 
juries to the head are a major problem 
in childhood accidents. For the under-1 
age group, 6 out of 10 injuries are head 
injuries. 

Even from this limited data we can 
draw one conclusion—we are dealing with 
a complex problem which will require us 
to seek multiple solutions. 


CAUSATIVE FACTORS 


The causative factors of childhood ac- 
cidents are largely unknown. There is a 
belief that we must to a large extent re- 
late these factors to the patterns of 
growth and development if we are to 
achieve the understanding necessary to 
develop effective preventive programs. 

The micro-society of the child can be 
studied through use of the epidemiologic 
technique. A study of the child will, I 
am sure, be unproductive if we fail to 
consider the concomitant stages of growth 
and development. Any study of the di- 
verse agents involved will be unproduc- 
tive also if due attention is not paid to 
their possible interactions with the child. 
And the environment, whether it be the 
crib or the expanding universe of the 
teenager, must undergo systematic scru- 
tiny. 


Above all, our understanding of causa- 
tive factors will develop only as rapidly 
as we are able to extend our concern be- 
yond the immediate events surrounding 
an accident. We must view accidental in- 
juries as the end point of a chain of 
circumstances and events. This means 
we must be more concerned with the 
dynamics of accident causation. We must 
examine such background factors as 
training, experience, judgment, and the 
physiological and mental elements; we 
must study patterns of operation within 
given environments and the changes oc- 
curring in these patterns of operation. 

At this point, a word of caution! Pedi- 
atricians, psychiatrists, and other experts 
in child behavior are beginning to warn 
us that there may be a definite hazard 
associated with the efforts to study and 
prevent childhood accidents. We may, 
they state, arouse new anxieties in par- 
ents which they will translate to the 
children. A resulting sense of insecurity 
among children could increase their acci- 
dent susceptibility and thus defeat our 
very purpose to minimize accidents. How 
then shall we proceed? 


SECONDARY PREVENTION 


There are two avenues to travel in at- 
tempting to reduce death, injury, and dis- 
ability from childhood accidents. The first 
is to participate in efforts to ameliorate 
the effects of accidents. Prevention of 


deaths from secondary causes and pre- 
vention or modification of disabilities are 
aspects of the problem which cannot be 
neglected. The virtue of this approach is 
that often we can produce rather imme- 
diate results and perhaps, what is even 
more important, gain know-how which 
will facilitate solutions of the more diffi- 
cult problems posed by primary preven- 
tion. 

In regard to secondary prevention, three 
of many activities might be considered : 

1. Poison control. Rather than dwell 
on the phenomenal developments that 
have taken place in the development of 
poison-control centers during these past 
5 years, one may merely ask the question, 
“Do all the physicians in the community 
have access to such a center?” 


2. Prevention of drowning. An impor- 
tant development in the prevention of 
deaths from drowning is the new method 
of mouth-to-mouth resuscitation. This 
method has been proved to be far more 
effective than the several techniques most 
of us learned in the past. A good ques- 
tion is “Are public health workers pre- 
pared to teach this method?” 

3. Emergency care. It has been conclu- 
sively demonstrated that the quality and 
distribution of emergency care for acci- 
dents of any type significantly influence 
the survival rates, length of hospitaliza- 
tion, and degree of disability. The impor- 
tance of careful handling of the victim 
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from the time of injury until definitive 
care begins is appreciated strongly by 
the surgical profession. Unfortunately, 
the urgency for such care has not always 
been communicated to those responsible 
for emergency services. So the question 
must be asked: “How adequate are the 
emergency services in the community ?” 

There are three major elements in this 
question which should concern the com- 
munity health agency as much as the 
practicing physician. They are: (a) 
training of personnel; (b) adequacy and 
amount of equipment; and (c) distribu- 
tion of the service in relation to the pop- 
ulation and the facilities used by the 
population. 

Providing positive answers to these 
questions need not be difficult. More im- 
portant than detailed solutions and blue- 
prints for action is willingness to accept 
responsibility for these aspects of com- 
munity health problems. 


PRIMARY PREVENTION 


As all of us concerned with public 
health move down this first avenue, 
achieve recognition and support, and 
clean up these “foci of infection,” we 
will find the means to tackle the prob- 
lems of primary prevention. There are 
certain principles which we must keep 
before us as we undertake this portion 
of our task. They are five in number: 
(1) better definition of the problem; (2) 
education; (3) coordination of activities 


with other agencies; (4) development of 
appropriate legislation; and (5) conduct 
of needed research. The reasons behind 
these principles are obvious and well un- 
derstood, but in our anxiety to do some- 
thing we often forget their extreme 
importance. 

In approaching the total problem of 
primary prevention of childhood acci- 
dents, I would stress to health workers 
in particular these observations : 

1. Without better definition of the 
problem, we can dissipate our energies. 

2. Failure to carry out the needed re- 
search will lead to erroneous assumptions. 
These assumptions in most instances will 
permeate our educational activities and 
in most instances lead to failure. 

3. Education will be the keystone of 
success. We will only succeed if we can 
move from the general to the specific. 

4. Legislation in special instances can 
eliminate or reduce hazards to children. 
Legislative proposals must be based on 
facts and be capable of being imple- 
mented. 

5. Coordination of activities with other 
agencies and groups will be essential. 
When you begin to develop program ac- 
tivities for the prevention of childhood 
accidents you will run into the problems 
created by division of responsibility. 

Problems can be developed into oppor- 
tunities by digging in and doing the hard 
work that will be needed to provide lead- 
ership. 
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Books received for reviews during the 
period from May 5 to June 5, 1959, are 
listed below. Reviews will be published 
as space permits. 


A TEXT ON SYSTEMIC PATHOLOGY. 
Volume II. Edited by Otto Saphir, M.D., 
Director, Department of Pathology, Michael 
Reese Hospital, Chicago, Illinois; Clinical Pro- 
fessor of Pathology, University of [Illinois 
College of Medicine; Consultant to the Armed 
Forces Institute of Pathology. Cloth. Pp. 1950, 
with illustrations. Price $38.00. Grune & Strat- 
ton, 381 Fourth Avenue, New York 16, 1959, 


CORONARY HEART DISEASE. By John 
William Gofman, M.D., Ph.D., Professor of 
Medical Physics, The Donner Laboratory, Di- 
vision of Medical Physics, Department of 
Physics, University of California, Berkeley, 
California. Cloth. Pp. 353. Price $8.00. Charles 
C Thomas, Publisher, 301-327 East Lawrence 
Avenue, Springfield, Illinois, 1959. 


STRONG AND ELWYN’S HUMAN NEU- 
ROANATOMY. By Raymond C. Truex, Pro- 
fessor of Anatomy, Hahnemann Medical Col- 
lege. Ed. 4. Cloth. Pp, 511, with illustrations. 
Price $10.00. Williams & Wilkins Company, 
Mount Royal and Guilford Avenues, Baltimore 
2, 1959. 


ORTHOPAEDICS. Principles and Their 
Application. By Samuel L. Turek, M.D., At- 
tending Orthopaedic Surgeon, Weiss Memoriai 
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CLINICAL NEUROPHYSIOLOGY. By 
John Marshall, M.D., F.R.C.P. (Ed.), 
M.R.C.P., D.P.M.(Lond.); Reader in Clinical 
Neurology, University of London Institute of 
Neurology; Physician, National Hospitals for 
Nervous Diseases, Queen Square, London. 
Cloth. Pp. 296, with illustrations. Price $8.00. 
Charles C Thomas, Publisher, 301-327 East 
Lawrence Avenue, Springfield, Illinois, 1959. 


PATIENT CARE AND SPECIAL PRO- 
CEDURES IN X-RAY TECHNOLOGY. By 
Carol Hocking Vennes, R.N., B.S., Formerly 
Surgical Supervisor and Clinical Instructor, 
University of Minnesota Hospitals, Minneapolis, 
Minnesota; and John C. Watson, R.T., Direc- 
tor of Courses in X-Ray Technology, Univer- 
sity of Minnesota Hospitals, Minneapolis, Min- 
nesota. Cloth. Pp. 203, with illustrations. Price 
$5.75. The C. V. Mosby Company, 3207 Wash- 
ington Boulevard, St. Louis, 1959. 


A MANUAL OF ANAESTHETIC TECH- 
NIQUES. By William J. Pryor, M.B., Ch.B. 
(N.Z.), B.C.8. Gag), ¥F.F.A: 
R.A.C.S.; Anaesthetist, Thoracic Unit, Christ- 
church Hospital (N.Z.) and Late Anaesthetic 
Registrar, The London and Poplar Hospitals, 
London. Cloth. Pp. 228, with illustrations. 
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M.D., Assistant Director of Professional Serv- 
ices for Research, Veterans Administration Hos- 
pital, Nashville, Tennessee. Cloth. Pp. 96, with 
illustrations. Price $4.50. Charles C Thomas, 
Publisher, 301-327 East Lawrence Avenue, 
Springfield, Illinois, 1959. 


MICROBIOLOGY. By Louis P. Gebhardt, 
Ph.D., M.D., Professor and Head, Department 
of Bacteriology, College of Medicine, Univer- 
sity of Utah, Salt Lake City, Utah; and Dean 
A. Anderson, M.S., Ph.D., Professor of Micro- 
biology; Head, Department of Biological Sci- 
ences, Los Angeles State College of Applied 
Arts and Sciences, Los Angeles, California. Ed. 
2. Cloth. Pp. 476, with illustrations. Price 
$5.75. The C. V. Mosby Company, 3207 Wash- 
ington Boulevard, St. Louis 3, 1959. 


HYPERTENSION. The First Hahnemann 
Symposium on Hypertensive Disease. Edited 
by John H. Moyer, M.D., Professor and Chair- 
man of The Department of Medicine, Hahne- 
mann Medical College and Hospital. Cloth. Pp. 
790, with illustrations. Price $14.00. W. B. 
Saunders Company, West Washington Square, 
Philadelphia 5, 1959. 


501 QUESTIONS AND ANSWERS IN 
ANATOMY. By Stanley D. Miroyiannis, B.S., 
M.A., Ph.D., F.A.A.A.S., F.LA.S., Professor 
of Anatomy and Chairman of the Department, 
Still College; Formerly: Lecturer in Compara- 
tive History, Boston University; Professor of 
Vertebrate Anatomy and Chairman of the De- 
partment of Biology, Northeastern University; 
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Pp. 332. Price $5.00. Vantage Press, 120 West 
31 Street, New York 1, 1959. 


BIOLOGICAL PSYCHIATRY. Edited by 
Jules H. Masserman, M.D., Professor of Neu- 
rology and Psychiatry, Northwestern Univer- 
sity, Chicago. The Proceedings of the scientific 
sessions of the society of Biological Psychiatry, 
San Francisco, May, 1958. Cloth. Pp. 338. 
Price $9.75. Grune & Stratton, 381 Fourth Ave- 
nue, New York 16, 1959. 


INSULIN TREATMENT IN PSYCHIA- 
TRY: Proceedings of the International Con- 
ference on the Insulin Treatment in Psychiatry 
Held at the New York Academy of Medicine 
October 24 to 25, 1958. Edited by Max Rinkel, 
M.D., Boston, Massachusetts; and Harold E. 
Himwich, M.D., Galesburg, Illinois. Cloth. Pp. 
386, with illustrations. Price $5.00. Philosophi- 
cal Library, Publisher, 15 East 40th Street, 
New York 16, 1959. 


THE NATURE OF RETIREMENT. By 
Elon H. Moore, Ph.D., Late Professor of Soci- 
ology and Head of the Department of Sociol- 
ogy, University of Oregon, Eugene. Edited by 
Gordon F. Streib, Ph.D., Professor of Sociology 
and Director, Study of Occupational Retire- 
ment, Cornell University, Ithaca. Cloth. Pp. 
217. Price $4.50. The Macmillan Company, 60 
Fifth Avenue, New York 11, 1959. 


INTERNATIONAL TEXTBOOK OF AL- 
LERGY. Edited by J. M. Jamar, M.D., Lec- 
turer at the University of Louvain. Cloth. Pp. 
639, with illustrations. Price $17.50. Charles 
C Thomas, Publisher, 301-327 East Lawrence 
Avenue, Springfield, Illinois, 1959. 
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United States Naval Hospital at Great Lakes, 
Illinois, and the United States Public Health 
Hospital, Chicago, Illinois; former Deputy 
Chief of the Oral Pathology Branch, Armed 
Forces Institute of Pathology; Orion H. Stute- 
ville, B.S., D.D.S., M.D.S., M.D., Professor 
and Chairman of the Department of Maxillofa- 
cial Surgery and Chairman of the Department 
of Oral Surgery, Northwestern University Den- 
tal School; Lecturer in Surgery, Northwestern 
University Medical School; Consultant to the 
United States Veterans Administration, United 
States Public Health Hospital, Chicago, Illinois, 
and The United States Naval Hospital, Great 
Lakes, Illinois; and Joseph C. Calandra, M.D., 
Ph.D., Professor and Chairman of the Depart- 
ment of Pathology, Medicine and Bacteriology, 
Northwestern University Dental School. Cloth. 
Pp. 480, with illustrations. Price $11.50. The 
C. V. Mosby Company, 3207 Washington Boule- 
vard, St. Louis 3, 1959. 


THE FUNCTIONS OF THE ENDOCRINE 
GLANDS. By Peter F. Hall, M.D., M.R.C.P., 
M.R.A.C.P., Assistant Physician, Sydney Hos- 
pital; Assistant Lecturer in Physiology, Univer- 
sity of Sydney. Cloth. Pp. 290, with illustra- 
tions. Price $5.75. W. B. Saunders Company, 
West Washington Square, Philadelphia 5, 1959. 


“ALLERGIC” ENCEPHALOMYELITIS: 
Proceedings of a Symposium: Experimental 
“Allergic” Encephalomyelitis and its Relation 
to Other Diseases. Edited by Marian W. Kies, 
Ph.D., Chief, Section on Biochemistry, Labora- 
tory of Clinical Science, National Institute of 
Mental Health, Bethesda, Maryland; and Ells- 
worth C. Alvord, Jr., M.D., Associate Professor 
of Neurology and Pathology, Baylor University 
College of Medicine, Houston, Texas. Cloth. 


Pp. 576, with illustrations. $13.50, 
Charles C Thomas, Publisher, 301-327 Eagt 
Lawrence Avenue, Springfield, Illinois, 1959, 


Price 


PROGRESS IN PSYCHOTHERAPY. vol. 
ume IV. Social Psychotherapy. Edited by Jules 
H. Masserman, M.D., Professor of Neurology 
and Psychiatry, Northwestern University, Chi- 
cago; and J. L. Moreno, M.D., New York Uni- 
versity, New York City; Director, Institute of 
Psychodrama and Group Psychotherapy, Bea- 
con, New York. Cloth. Pp. 361. Price $8.75, 
Grune & Stratton, 381 Fourth Avenue, New 
York 16, 1959. 


PANCREATITIS. A Clinical-Pathologic Cor- 
relation. By Herman T. Blumenthal, Ph.D., 
M.D., Director, Institute of Experimental Pa- 
thology, The Jewish Hospital, and Associate 
Professor of Pathology, St. Louis University, 
School of Medicine, St. Louis, Missouri; and 
J. G. Probstein, M.D., Director Emeritus, Di- 
vision of Surgery, The Jewish Hospital, Asso- 
ciate Professor of Clinical Surgery, Washington 
University, School of Medicine, and Assistant 
Professor of Anatomy, Washington University, 
School of Dentistry, St. Louis, Missouri. Cloth. 
Pp. 379, with illustrations. Price $9.50. Charles 
C Thomas, Publisher, 301-327 East Lawrence 
Avenue, Springfield, Illinois, 1959. 


THE MANAGEMENT: OF ORAL DIS- 
EASE. A Treatise on the Recognition, Identi- 
fication, and Treatment of Disease of the Oral 
Regions. By Joseph L. Bernier, D.D.S., M.S., 
F.D.S., R.C.S. (Eng.), Colonel, Dental Corps, 
United States Army; Chief, Oral Pathology Di- 
vision, Armed Forces Institute of Pathology; 
Pathologist to the Registry of Oral Pathology 
of the American Dental Association; Professor 
of Oral Pathology, Georgetown University 
School of Dentistry; Chairman, Dental Re- 
search Advisory Committee to the Medical Re- 
search and Development Division, Department 
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Fig. 1 — Gastrectomy specimen - 
from patient with chronic duo- 
denal ulcer. Two regular aspirin 
tablets administered 45 min- 
utes prior to surgery. Each of 
these aspirin particles was 
found to be firmly adherent to 
the gastric mucosa, but not im- 
bedded within it, as often hap- 
pens. Damage was found under 
each particle. 


Fig. 2 — Gastric mucosa, show- 
ing damage found under aspirin 
particle. At the center of the 
lesion is a deep, circular ero- 
sion. There is surprisingly little 
hyperemia surrounding the le- 
sion. This may be due to the 
early tying off of the gastric 
arteries during the operation. 


risk of insoluble, irritating 
aspirin particles 


— 


SOLUBLE CALCIUM-ACETYLSALICYLATE-CARBAMIDE 


Chief among the drawbacks to aspirin usage is 
gastric intolerance. This ranges from mild upset 
and “heartburn”’ to severe hemorrhagic gas- 
tritis,''° and is particularly important in pa- 
tients on long-term, high-dosage therapy. Muir 
and Cossar report and reconfirm that aspirin 
is the causative factor in an average of 1 out of 
8 cases of gastroduodenal hemorrhage. This 
may be associated with the relative insolubility 
of aspirin, which results in its remaining in par- 
ticulate form after dispersion in gastric con- 
tents. Studies performed in conjunction with 
gastrectomy*> and gastroscopy? have shown 
aspirin particles firmly adherent to the gastric 
mucosa and imbedded between rugae (Fig. 1). 
Reactions varying from mild hyperemia to ero- 
sive gastritis (Fig. 2) have been reported to 
occur in the areas immediately around such 
particles.?4.59 


One of the methods designed to allay or over- 
come the irritating effect of aspirin on the gas- 
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= 15 


Salicylate blood levels more than twice as high 
within 10 minutes were found in a comparison 
between Calurin and plain aspirin.'? This inves- 
tigation with 12 subjects also showed that the 
salicylate levels persisted higher for at least two 
hours. These results are depicted in the above 


tric mucosa has been to mix the aspirin with 
antacids or buffers. A recent editorial in the 
British Medical Journal'® reviews the work of 
Batterman® and Cronk? and concludes: ‘‘Taken 
together, these two studies appear to dispose 
of the claims which have been put forward in 
support of buffered aspirin tablets.”’ 


Success in reducing the drawbacks of plain or 
buffered aspirin has been achieved with new, solu- 
ble Calurin. This is the freely soluble, stabilized 
calcium aspirin. The high solubility of Calurin 
assures faster, higher salicylate blood levels 
with virtually no risk of damage to the gastric 
mucosa, such as local hyperemia and ulcera- 
tion. Calcium aspirin does not have the irritant 
action of regular aspirin‘ and it ‘‘...has certain 
advantages over acetylsalicylic acid in that it is 
more soluble in water, more readily absorbed, 
has less tendency to produce an albuminuria 
and is apparently less toxic...'"""' 


chart. In reporting comparative studies be- 
tween plain and buffered aspirin, Cronk? states: 
“The salicylic acid blood concentrations in the 
20 human volunteers after the administration 
of 0.6 gm. of buffered or nonbuffered acetyl- 
salicylic acid were essentially identical.”’ 
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CALURIN is the aspirin of choice, especially 
when long-term therapy is indicated 


1. High solubility forestalls gastric irritation or damage. This advantage is of 
special importance in arthritis and other conditions requiring high-dosage, 
long-term therapy. 


2. Produces high salicylate blood levels rapidly for prompt analgesic, anti- 
pyretic, anti-arthritic effect. 


3.. Sodium-free—another important advantage in long-term therapy. 


4. Flavored: can be chewed or dissolved in the mouth without water if desired 
—an advantage for patients requiring aspirin administration during the night 
and for pediatric patients. 


DOSAGE: Each tablet of Calurin is equivalent to 300 mg. (5 gr.) of acetylsalicylic acid. 
For relief of pain and fever, the usual adult dose of Calurin is 1 to 3 tablets every 4 
hours, as needed; in arthritic states, 2 or 3 tablets 3.or 4 times daily; in rheumatic 
fever, 3 to 5 tablets 4 or 5 times daily. Children 6-12, one tablet, and children 3-6, 
one-half to one tablet every 4 hours as required. 


SUPPLIED: Bottles of 100 tablets. 


REFERENCES: 1. Waterson, A. P.: Aspirin and gastric haemorrhage, Brit. M. J. 2:1531, 1955. 
2. Douthwaite, A. H., and Lintott, G. A. M.: Gastroscopic observation of the effect of aspirin and 
certain other substances on the stomach, Lancet 2:1222, 1938. 

3. Editorial Comments: The effect of acetylsalicylic acid (aspirin) on the gastric mucosa, Canad. 
M. A. J. 80:47, 1959. 

4. Muir, A., and Cossar, |. A.: Aspirin and ulcer, Brit. M. J. 2:7, 1955. 

5. Muir, A., and Cossar, |. A.: Aspirin and gastric haemorrhage, Lancet 2:539, 1959. 

6. Schneider, E. M.: Aspirin as a gastric irritant, Gastroenterology 33:616, 1957. 

7. Bayles, T. B., and Tenckhoff, H.: Salicylate therapy in rheumatic diseases, Scientific Exhibit, Ann. 
Mtg. A. M. A., San Francisco, Calif., June, 1958. 

8. Batterman, R. C.: Comparison of buffered and unbuffered acetylsalicylic acid, New Eng. J. M. 
258:213, 1958. 

9. Cronk, G. A.: Laboratory and clinical studies with buffered and nonbuffered acetylsalicylic acid, 
New Eng. J. M. 258:219, 1958. 

10. Editorial: Aspirin plain and buffered, Brit. M. J. 1:349, 1959. 

11. Thompson, H. E., and Dragstedt, C. A.: The chemical and pharmacological properties of calcium 
acetylsalicylate, J. Am. Pharm. Assoc. 22:1096, 1933. 

12. Smith, P. K.: Plasma concentration of salicylate after the administration of acetylsalicylic acid 
or calcium acetylsalicylate to human subjects, Report submitted to Smith-Dorsey from Dept. of 
Pharmacology, Geo. Washington Univ. School of Medicine, Washington, D. C., Sept. 5, 1958. 
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of the Army; Special Lecturer in Oral Pathol- 
ogy, Walter Reed Army Institute of Research; 
Special Lecturer in Oral Medicine, Jefferson 
Medical College; Consultant in Oral Pathology 
to the Veterans Administration, Central Office. 
Ed. 2. Cloth. Pp. 875, with illustrations. 
Price $15.00. The C. V. Mosby Company, 3207 
Washington Boulevard, St. Louis 3, 1959. 


DIFFERENTIAL TREATMENT AND 
PROGNOSIS IN SCHIZOPHRENIA. By 
Robert D. Wirt, Ph.D., Associate Professor 
of Psychology, University of Minnesota; Con- 
sultant, Psychiatry Service Veterans Adminis- 
tration Hospital, Minneapolis, Minnesota; and 
Werner Simon, M.D., Chief, Psychiatry & 
Neurology Service, Veterans Administration 
Hospital, Mi polis, Mi ta; Professor of 
Psychiatry, University of Minnesota. Cloth. Pp. 
198, with illustrations. Price $6.50. Charles C 
Thomas, 301-327 East Lawrence Avenue, 
Springfield, Illinois, 1959, 


CLINICAL ORTHOPAEDICS. Number 13. 
The Hand—Part I. Edited by Anthony F. De- 
Palma. Cloth. Pp. 393, with illustrations. Price 
$7.50. By subscription, $6.00. J. B. Lippincott 
Company, East Washington Square, Philadel- 
phia 5, 1959. 


THE ANASTOMOSES BETWEEN THE 
LEPTOMENINGEAL ARTERIES OF THE 
BRAIN. By Henri M. Vander Eecken, M.D., 
Professor of Medical Psychology and Agrégé 
in Neurology; Faculty of Medicine, University 
of Ghent, Belgium. Cloth. Pp. 160, with illus- 
trations. Price $7.50. Charles C Thomas, Pub- 
lisher, 301-327 East Lawrence Avenue, Spring- 
field, Illinois, 1959. 


A TEXTBOOK OF MEDICINE. Edited by 
Russell L. Cecil, M.D., Sc.D., Professor of 
Clinical Medicine Emeritus, Cornell University; 
and Robert F. Loeb, M.D., Sc.D., D. Hon. 
Causa., LL.D., Bard Professor of Medicine, 
Columbia University. Ed. 10. Cloth. Pp. 1820, 
with illustrations. Price $16.50. W. B. Saun- 
ders Company, West Washington Square, Phila- 
delphia 5, 1959. 


THE PRACTICAL EVALUATION OF 
SURGICAL HEART DISEASE. Written and 
Compiled by Robert G. Trout, M.D.; Edited by 
Robert P. Glover, M.D. Cloth. Pp. 132, with 
illustrations. Price $10.00. McGraw-Hill Book 
Company, 330 West 42nd Street, New York 36, 
1959. 


VOCATIONAL REHABILITATION FOR 
THE PHYSICALLY HANDICAPPED. By 
Louise M. Neuschutz. Cloth. Pp. 136, with il- 
lustrations. Price $5.75. Charles C Thomas, 
Publisher, 301-327 East Lawrence Avenue, 
Springfield, Illinois, 1959. 


THE POSTURE PROBLEM UP TO 
DATE.. By May Goodall Darrow. Cloth. Pp. 
94, with illustrations. Price $3.50. Vantage 
Press, 120 West 31st Street, New York 1, 1959. 


X-RAY AND RADIUM IN DERMATOL. 
OGY. By Bernard A. Wansker, M.D., Diplo- 
mate, American Board of Dermatology, Char- 
lotte, North Carciina; Formerly, Instructor in 
Dermatology, Duke University School of Medi- 
cine, Durham, North Carolina. Cloth. Pp. 114, 
with illustrations; Price $5.00. Charles C 
Thomas, Publisher, 301-327 East Lawrence Ave- 
nue, Springfield, Illinois, 1959. 


THE PHILOSOPHY OF SOCRATES 
SMITH. By L. Elwin Page. Cloth. Pp. 187. 
Price $3.50. Comet Press Books, 200 Varick 
Street, New York 14, 1959. 


A GUIDE TO ORTHOPAEDICS. By T. T. 
Stamm, M.B., B.S., F.R.C.S., Orthopaedic Sur- 
geon to Guy’s Hospital. Paper. Pp. 115, with 
illustrations. Price $3.00. Charles C Thomas, 
Publisher, 301-327 East Lawrence Avenue, 
Springfield, Illinois, 1958. 
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When Older Patients Suffer... 
from Chronic Urinary Infections 


Urolitia 


Soothes... Burning Urination 
CLEARS... Infected Urine 


Urolitia is bacteriostatic, bactericidal, non- 
toxic, does not produce drug-fastness, pro- 
vides simple dosage, and is economical for 
long term therapy. 

Urolitia rapidly controls E. coli, S. albus, 
and S. aureus infection. Its soothing action 
is due to the prompt release of Triticum and 
Zea extractives by the kidney into the in- 
flamed bladder. 


Samples on Request 


Urolitia is especially useful for elderly patients 
with residual urine due to cystocele or ed 
prostate, in whom permanent sterilization of the 
urine cannot be expected. 


Urolitia—each tablespoonful contains; 
20 
Lithium Benzoate... oes 
Sodium Benzoate... 

In a soothing, demuicent men: 
Triticum and fea. 

Dose: 1 Tbs. in 4% cup warm water 14 hr. a.c. and h.s. 
Decrease dose after second day. 

Supplied: Botties of 10 fi. oz. 


Borcherdt Compan Y 217 nortH woicorr ave., 12, IL. 


For 


GERIATRIC CONSTIPATION 


Borcherdt’s 


MALT SOUP EXTRACT 


 (MALTSUPEX) 
POWDER. 


IS SAFE, SURE, GENTLE 


And, here’s convincing evidence. 


“This dietary malt extract regimen was 
tried clinically in 25 selected geriatric 
patients for the relief of drug induced 
constipation. The ages of the patients 
varied from 54 to 86 years. All were re- 
ceiving some form of drug therapy (hypo- 
tensive drugs, antispasmodics, antacids, 
insulin, bile salts, sedatives or narcotics), 
and all of them had been taking laxa- 
tives (mineral oil, cathartics, bulking 
agents, or enemas) for chronic constipa- 
tion of approximately ten years’ dura- 
tion. Malt Soup Extract was prescribed 
routinely, together with the patient's 
medication. The dosage varied from 1 
tablespoonful three times daily to 2 table- 
spoonfuls twice a day. The consistency 


of the stools became soft in all patients 
and, within one week, bowel evacuations 
were accomplished with ease. Most 
patients liked the taste of the product, 
and the majority of them reported a feel- 
ing of well-being,” 
says Dr. Harry L. Hootnick in the Journal 
of the American Geriatrics Society, Voi. 
IV, No. 10, Oct. 1956. 
Borcherdt’s Malt Soup Extract Powder 
(Maltsupex) mixes instantly with milk, 
coffee, juices or water. It is mild in flavor 
and because it’s a food supplement and 
not a drug it can be given with complete 
safety over a long period of time. (Dia- 
betics should allow for the carbohydrate 
content.) There are no side effects. 
Available in both powder and liquid 
form in 8 oz. and 16 oz. bottles. 


We will be glad to send you 
clinical samples of powder and (or) liquid. 
217 No. Wolcott Ave., Chicago 12, Ill. 

217 North Wolcott Avenue, Gentlemen: Please send samples and literature 
Chicago 12, Illinois | of your Malt Soup Extract (MALTSUPEX) | 
In Canada: Chemo Drug Co., Powder liquid | 

Ltd., Toronto, Ont. DO. 

Serving the Medical Profession 
SINCE 1868 
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THE PRINCIPLES OF 
DISABILITY EVALUATION 


By Wilmer Cauthorn Smith, M.D. 


In an important field of medical service, this 
book answers an increasing need. It presents 
the philosophy and logic underlying a sound 
understanding of the nature of disability—the 
practical appraisal of the degree of disability— 
and the limitations of medical science as to the 
types of disability it can measure. Useful in all 
states, it provides a systematic coverage of 
basic definitions, tenets and principles; carefully 
describes and evaluates all types of disabilty, 
and provides ready help in making evaluations 
which are medically accurate and legally ac- 
ceptable. 


204 Text Pages 
2 Illustrations, 1 in Color 


ANATOMY OF THE HUMAN BODY 


By R. D. Lockhart, M.D., Ch.M., F.RS.E., 
G. F. Hamilton, M.B., Ch.B., and 
F. W. Fyfe, M.B., Ch.B. 


New 1959 
$7.00 


Omitting the obvious and avoiding repetition, 
this new text teaches anatomy in half the usual 
number of words, with twice the usual number 
of illustrations. Much of the text appears in the 
careful labeling of the illustrations. Clinical 
aspects are stressed in context—not segregated 
to the ends of sections. A book designed to 
ease the student’s burden and quicken his in- 
terest in the subject, this book has a special 
appeal to all students of anatomy. 


697 Pages 
965 Illustrations, 600 in Color 


New 1959 
$13.50 


THE MOUTH: Its Clinical Appraisal 


By A. B. Riffle, D.DS. 


A monograph on the examination of the mouth 
which includes chapters on Pigmentation, Anes- 
thesia, Drugs, Orthodontics, and Teeth and Re- 


mote Derangements. 
About 120 Pages 22 Figures New 1959 $3.50 


J. B. LIPPINCOTT COMPANY, 
East Washington Square, Philadelphia 5, Pa. 


Please enter my order and send me: 


(C0 THE PRINCIPLES OF DISABILITY 

! 

i 


CO) ANATOMY OF THE HUMAN BODY...... $13.50 
$ 


Monthly Payments 


JAOA-7-59 Payment Enclosed 
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Changes of address and 


new locations 


Abend, Morton, from Livonia, Mich., to 8056 Merriman Road, 
Garden City, Mich. 

Abrams, Stanley E., from Detroit, Mich., to 7127 Brookridge 
Road, Birmingham, Mich. 

Adams, Bruce E., from 30610 Ford Road, to Garden City- 
Ridgewood Hospitals, 30548 Ford Road, Garden City, Mich. 

Ahlers, Shirley, from 8032 Reed Ave., to 8835 Lem Turner 
Road, Lake Forest, Jacksonville 8, Fla. 

Allen, Ben R., from 60 N. MacDonald St., to Mesa Osteopathic 
Hospital, 715 N. Country Club Drive, Mesa, Ariz. 

Armond, Richard, from 507 N. Main St., to 901 E. Sycamore, 
Kokomo, Ind. 

Athens, William A., from Wyandotte, Mich., to 15050 S. Tele- 
graph Road, Taylor, Mich. 

Baker, Thomas, from South San Gabriel, Calif., to 810 E. Val- 
ley Blvd., San Gabriel, Calif. 

Barksdale, Robert W., from 26653 Castro St., to 26653 Mission 
Blvd., Hayward, Calif. 

Belsito, Joseph E., from 1168 Nixon Ave., N.W., to 736 36th 
St., S.W., Grand Rapids 8, Mich. 

Bittiker, Virgil A., from 121 E. Excelsior St., to 105 E. Broad- 
way, Excelsior Springs, Mo. 

Blackann, James V., from Austintown, Ohio, to 5675 Mahoning 
Ave., Youngstown 9, Ohio 

Blando, Manuel J., from 2801 Flora Ave., to 912 E. Fifth St., 
Kansas City 6, Mo. 

Bolger, Tommy P., from Bellflower, Calif., to 15326 S. Avalon 
Blvd., Compton, Calif. 

Bone, Thomas W., from 2245 Myers St., to 2309 Montgomery, 
Oroville, Calif. 

Brady, Walter E., from Riverside, Calif., to 1595 N. “E” St., 
San Bernardino, Calif. 

Cannatella, Roderick C., from Brooklyn, N. Y., to 5211 Wayne 
Ave., Philadelphia 44, Pa. 

Cassity, Elton E., from 121 E. Excelsior St., to 105 E. Broad- 
way, Excelsior Springs, Mo. 

Charland, Paul V., from Rocklin, Calif., to 305 Wool St., Fol- 
som, Calif. 

Claxton, Freeman, from Tulsa, Okla., to Peoples Clinic, Red 
Oak, Okla. 

Conrad, Ernest C., from Box 480, to Conrad Clinic, Box 340, 
Sulphur, Okla. 

Crawford, John C., from 3549 Aldine St., to 3401 Bleigh St., 
Philadelphia 36, Pa. 
Cucuiat, Andrew, from Los Angeles, Calif., to 5351 Topanga 
Canyon Blvd., Woodland Hills, Calif. 
Danner, Russell A., from Haddonfield, N. J., 
Pike, Magnolia, N. J. 

Darrow, Glenn E., from 200 Tenth St., N. W., to 920 Tijeras, 
N. W., Albuquerque, N. Mex. 

Davis, E. M., from 1535 Park Ave., to 1531 Humboldt St., 
Denver 18, Colo. 

Davis, E. Paul, from Groves, Texas, to Box 68, Edgewater, 
Fla. 

Donovan, H. E., from Route 2, Box 530, to 7016 N. Mocking- 
bird Lane, Scottsdale, Ariz. 

Dorfner, Philip A., from Bay Village, Ohio, to 2200 Friendship 
St., Philadelphia 49, Pa. 

Dubin, Joseph M., from 4006 Urban Ave., 
Parkway, Dallas 27, Texas 

Dykstra, John, from 504 Lewis St., to 436 Clark St., Canton, 
Mo. 

Eddy, Bernard C., from 503%4 Robbins Ave., to 903 Robbins 
Ave., Niles, Ohio 

Eshenaur, Oliver C., from Box 217, to 515 29th St, 
Pleasant, W. Va. 

Evans, Bertha S., from 5050 N. Sereno Drive, to 5052%4 N. 
Sereno Drive, Temple City, Calif. 

Fehling, H. O., from Glendale, Calif., to 1449 N. Gardner St., 
Hollywood 46, Calif. 

Fennessy, William Joseph, from Rosemead, Calif., to 625 Barry 
Place, Altadena, Calif. 


to 422 White 


to 7525 Military 


Point 
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PATIENT EDUCATIONAL 


CHARTS FOR OFFICE USE 


FEMALE PELVIC O 
Educationel Department. Tampax Incorporated, 


New York , NY 


LINING 
OF UTERUS 


ONE OF THE PAIR 
OF LUBRICATING 


FEMALE REPRODUCTIVE ORGANS 


Educational Department. Tampex Incorporated. New York, NY. 


These laminated plastic-covered 
charts in color (prepared by R. L. 
Dickinson) will help you to explain 
pelvic anatomy and reproductive 
organs to female patients. Suitable 
for grease-pencil use and erasable. 


* laminated plastic for permanence 
* always fresh-looking 
* 2 charts 8%” x 11”—back to back 


* diagrams in color 


TAMPAX 
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i 
1 Medical Director I 
Department AOA-79 
I Tampax Incorporated i 
Palmer, Mass. 
i Please send me FREE your Patient Educational | 
H Charts of Female Pelvic and Reproductive Organs. I 
i 
Name I 
Address 
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FOR VAGINAL | 
GENTIAN VIOLET | 


VAGINAL TABLETS 


The Only 
Specific Antimycotic 
Vaginal Tablet With 
A Gel Forming Base 


A new vaginal therapy specifically designed to pro- 
duce unmatched and outstanding results. Methyl- 
rosaniline chloride (gentian violet) has generally 
proved the most effective and specific agent for 
the treatment of vaginal candidiasis caused by the 
fungus Candida. 

Hyva Gentian Violet Tablets virtually eliminate 
the principal disadvantages of present gentian 
violet preparations. They may be handled without 
staining and have psychological and aesthetic 
acceptance. 

Hyva combines the fungicidal action of gentian 
violet (1.0 mgm.) with three active surface reduc- 
ing agents and bactericides.* These active ingre- 
dients have been incorporated into a mildly 
effervescent “’gel’’ forming base which provides 
for maximum and prolonged effectiveness. Shorter 
treatment time is required without the usual messi- 
ness normally experienced. 

One tablet intravaginally for 12 nights. When neces- 
sary one tablet twice daily may be recommended. 
Patient should take a Nylmerate Solution water douche 
on arising and preceding next tablet application. 
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Field, Samuel Howara, trom 6000 &. 72nd St., to 3753 Prospect 
Ave., Kansas City 27, Mo. 

Fox, Allan R., from Philadelphia, Pa., to Bustleton & Knowles 
Ave., Churchville, Pa. 

Freilich, Theodore H., from 4010 Magee St., to 255 S. 17th St., 
Philadelphia 3, Pa. 

Garnsey, Hubert H., Jr., from Wayne, Mich., to 230 W. Main 
St., Milan, Mich. 

Gifford, Howard K., from 1335 N. Garvey Ave., to 1177 N. 
Park Ave., Pomona, Calif. 

Greenspan, Donald J., from 300 Spruce St., to 3005 Midvale 
Ave., Philadelphia 29, Pa. 

Haight, Alfred R., from Tucker, Ga., to 4731 Memorial Drive, 
Decatur, Ga. 

Hall, Kenneth F., from Montrose, Colo., to 5695 Yukon St. 
Arvada, Colo. 

Hamilton, Jane V., from 1721 Griffin Ave., to Los Angeles 
County Osteopathic Hospital, 1100 N. Mission Road, Los 
Angeles 33, Calif. 

Harris, William R., from Box 267, to Doctors Clinic-Hospital, 
Kennedale, Texas 

Hartsock, John L., from 926 Edmond St., to 801%4 Francis St., 
St. Joseph, Mo. 

Hase, Keigo, from 3230 W. 119th St., to 8621 Hough Ave., 
Cleveland 6, Ohio 

Hawes, Charles M., from 1711 N. Garrett St., to 7525C Mili- 
tary Parkway, Dallas 27, Texas 

Heyman, Albert S., from 755 E. Hamilton Ave., to 816 E. 
Court St., Flint 3, Mich. 

Hoemann, Virgil H., from Artesia, Calif., to 11529 Old River 
School Road, Downey, Calif. 

Holloway, H. Rex, Jr., from Dearborn, Mich., to 22005 Ecorse 
Road, Taylor, Mich. 

Hout, Riblet B., from 105 N. Indiana Ave., to 204 W. Lincoln 
Ave., Goshen, Ind. 

Izbicki, Harry C., from 952 E. 3lst St., to 3106 Davison Ave., 
Erie, Pa. : 
Jacobsen, Merl M., from Denver Colo., to 145 S. Nevada Ave., 

Littleton, Colo. 

Jaeger, Fredrick J. J., from 2 Southwick at Broadway, to 619 
Northfield Road, Bedford, Ohio 

Jensen, Richard Lee, from Chicago, IIl., to Orangeville, III. 

Johnson, Merwin R., from La Puente, Calif., to 18053 E. Val- 
ley Blvd., City of Industry, Calif. 

Johnson, Samuel S., from Hermosa Beach, Calif., to 22106 S. 
Main St., Torrance, Calif. 

Jordan, Joe, from Denver, Colo., to 7111 Alcott St., Westmins- 
ter, Colo. 

Joseph, Leslie D., from 4337 W. Fort St., to 5424 W. Fort St., 
Detroit 9, Mich. 

Kahler, Derald R., from Box 627, to 125 W. Main St., Box 88, 
Hominy, Okla. 

Kareus, Lawrence D., from Palisade, Colo., to 539 33 Road, 
Clifton, Colo. 


Kaye, Stanley B., from 1141 N. E. 79th St., to 3007 N. W. Sev- 


enth St., Miami 35, Fla. 

Kelso, Elmer L., from Sturtevant, Wis., to Detroit Osteopathic 
Hospital, 12523 Third Ave., Detroit 3, Mich. 

Kerscher, Duane J., from 302%4 Conant St., to 123 E. Williams, 
Maumee, Ohio 

Killian, Albert Pierre, from San Pedro, Calif., to 5066 Almaden 
Drive, Los Angeles 42, Calif. 

Knight, Thomas Paul, from 422 S. Orange Grove Ave., to 459 
N. Normandie Ave., Los Angeles 4, Calif. 

Knox, A. Randolph, from 308 Center St., to 324 Center St., 
Whitewater, Wis. 

Koire, Bernard, from 1133 Crenshaw Blvd., to 326 N. Vermont 
Ave., Los Angeles 4, Calif. 

Konold, George E., from 1087 Dennison Ave., to 3409 E. Main 
St., Columbus 13, Ohio 

Kopald, Newman M., from Dearborn, Mich., to 20524 W. War- 
ren Ave., Detroit 28, Mich. 

Kroser, Albert S., from 3730 Earlham St., to 2855 Welsh Road, 
Philadelphia 36, Pa. 

Lehrer, Harry, from 139 S. Broadway, to 430 S. Broadway, 
Los Angeles 13, Calif. 

LePere, O. R., from Houston, Texas, to Port Isabel, Texas 
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new psychoactive agent 


Catron 


8-phenylisopropy! hydrazine supplied as the hydrochloride 


Revitalizes depressed patients—elevates 
mood, increases alertness and ability to 
maintain work and social adjustment.” 


; Depressed Patients 


Markedly improved Unimproved 
Improved 


1, Agin, H. V.: in A Pharmacologic Approach to the Study of the 
Mind, Springfield, I11., Charles C Thomas, in press. 

2. Agin, H. V.: Conference on Amine Oxidase Inhibitors, New 
York Academy of Sciences, Nov. 20-22, 1958. 
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extended release weight control 
one tablet per day 44 


one AMVICEL-X tablet taken after arising re- 
leases, over a 10-12 hour period at a controlled 
uniform rate, the key weight control factors: 


“ONE TABLET CONTAINS IN EXTENDED RELEASE FORM: 


to inhibit appetite — d-Amphetamine Sulfate 15 mg. 


fo offset 60 mg. 
nervous stimulation prencharbital ....... 20 mg. 
plus vitamins and minerals to provide important nutrients 


VITAMINS: A, 5,000 USP units; D, 500 USP MINERALS: Calcium, 225 mg., Cop- SUGGESTED DOSAGE: 1 tablet taken - 
units; C, 75 mg.; By, 3 mg.; Bz, 3 mg.; Bg, 0.5 per, 0.75 mg.; tron, 10 mg.; lodine, after rising supplies uniform control 
mg. ; By2 as IONEX-12*, 3 meg.; Niacinamide, 0.15 mg.; Manganese, 1 mg.; Phos- throughout the day. 


30 mg.; d-Calcium Pantothenate, 5 mg. phorus, 90 mg.; Zinc. 0.3 mg. SUPPLIED: Bottles of 100 orange capsule- 
*Stuart’s absorption-enhancing resin complex of Vitamin By2 (B12 from Cobalamin) shaped tablets at all pharmacies. 


THE STUART COMPANY * PASADENA, CALIFORNIA 


Journat A.O.A. 


ri 
a 
bE 
ee 
‘ 
Amvicel-X 
J 
A-156 


Leshner, Wiliiam, from 7601 Hartel Ave., to 2301 E. Norris 
St., Philadelphia 25, Pa. 

Liverman, Raymond E., from 1141 N. Hampton Road, to 1016 
N. Zangs Blvd., Dallas 8, Texas 

Long, Leland C., from Corpus Christi, Texas, to Portland 
Clinic, Box 858, Portland, Texas 

Mac Auslan, Robert C., from Kennebunk, Maine, to Raymond, 
Maine 

MacIntyre, Arthur E., from 17032 Pacific Highway, S., to 
15820 Des Moines Way, Seattle 88, Wash. 

Manchan, I., Bruce, COPS ’56; 4543 Coldwater Canyon, North 
Hollywood, Calif. 

Manskey, A. V., from 123 Hastings St., to 2742 O’Connor 
Road, Irving, Texas 

Martimick, Andrew, from 2042 S. Hampton, to 2830 Nor- 
mandy, Springfield, Mo. 

Martin, George C., from 704 S. W. Third St., to 221 W. Main 
Main St., Marietta, Okia. 

Mastel, Michael M., from Box 219, to 203 N. Main, Baltimore, 
Ohio 

McCarthy, Jeanne E., from Sturtevant, Wis., to 547 Newman 
Road, Racine, Wis. 

Miller, Edgar S., from 30 Huntington Ave., to 41 Huntington 
Ave., Boston 16, Mass. 

Miller, Wallace J., from 205 S. Main St., to 13017 Cleveland 
Ave., N. W., Uniontown, Ohio 

Mishkin, David, from Los Angeles, Calif., to 11508 E. Rose- 
crans Ave., Norwalk, Calif. 

Mott, James B., from Brownfield, Texas, to 2507 Amherst St., 
Lubbock, Texas 

Nelson, Leland B., from 201 N. St. Peter, to 610 N. St. Peter, 
Stanton, Texas 

Nesheim, Harold I., from 1005 W. Love, to 108 N. Clark St., 
Mexico, Mo. 

O’Banion, Kenneth J., from California, Mo., to Birchtree, Mo. 

Otto, Samuel J., from New York, N. Y., to 2102 S. Dale Ma- 
bry Highway, Tampa 9, Fla. 

Owen, Robert E., from University City Mo., to 7587A Olive 
Blvd., St. Louis 30, Mo. 

Pappas, Nicholas A., from San Pedro, Calif., to 2819 Wester- 
ville Road, Columbus 24, Ohio 

Pearson, Albert L., Jr., from 5420 Cypress Road, to 5301 Plan- 
tation Road, Plantation, Fort Lauderdale, Fla. 

Pepe, Harry N., from Miami, Fla., to 6244 Hallandale Beach 
Blvd., West Hollywood, Fla. 

Perraud, Robert L., from 3141 S. W. Davie Blvd., to 3181 
S. W. Davie Blvd., Fort Lauderdale, Fla. 

Peters, Robert Lee, Jr., from Houston, Texas, to 1603 S. 
Richey St., Pasadena, Texas 

Pettit, Everett W., from 319 W. Commercial St., to 132 “E” 
Ave., S., Lyons, Kans. ; 

Photis, John Christos, from 6200 Charles St., to 2104A Atoll 
Road, Philadelphia 14, Pa. 

Pinder, Donald E., from 649 S. Olive St., to 4619 Beverly 
Blvd., Los Angeles 4, Calif, 

Pomeroy, Ira L., Jr., from 701 S. Campbell St., to 5990 Ala- 
meda, El Paso, Texas 

Reid, Donald R., from Birmingham, Mich., to 3065 Rochester 
Road, Troy, Mich. 

Reynolds, J. Paul, from Roswell, N. Mex., to Drawer E, Rui- 
doso, N. Mex. 5 

Riemann, Paul L., Jr., from 1404 Hayes Ave., to 2714 Peterson 
Lane, Sandusky, Ohio 

Riley, Robert Joseph, from 4005 S. W. 100th St., to 4459 Cali- 
fornia Ave., Seattle 16, Wash. 

Ripple, Robert A., from Fort Lauderdale, Fla., to 6601 N. W. 
19th St., Driftwood Acres, West Hollywood, Fla. 

Robinson, Richard R., from 2730 S. Mall, to Antioch Shopping 
Center, 5202 Chouteau Drive, Kansas City 16, Mo. 

Roderick, Gerald J., from 926 E. 11th St., to 5500 E. 62nd St., 
N., Kansas City 30, Mo. 

Rose, Paul H., from Riverton, Wyo., to Box 33, Stanwood, 
Iowa 

Rossi, Amerigo A., from 12062 E. Locust St., to 12058 E. Lo- 
cust St., Box 36, Norwalk, Calif. 

Ryle, William Wayne, from 107 W. Center St, to 125 N. 
Broadway, Blanchester, Ohio 

Segal, Leonard B., from Norristown, Pa., to 706 S. Fifth St. 
Philadelphia 47, Pa. 
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new psychoactive agent 


Catron 


&-phenylisopropy! hydrazine supplied as the hydrochloride 


Brightens mood, dispels apathy, melancholy, 
social withdrawal through selective suppres- 
sion of monoamine oxidase (MAO) of brain 
at doses which have little or no effect on liver. 


Monoamine Oxidase Inhibition (%) 


Horita, A.: Report. Mar. 17, 1959 


Lakeside Laboratories, in GE Milwaukee 1, Wisconsin 
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no asthma SyMptOMS — ore Tedral tablet, taken at the first sign 
of attack, helps most chronic asthma patients breathe normally and live actively...stay free of 
bronchospasm, mucous congestion and apprehension. For especially frequent or severe attacks, 
prescribe 1 or 2 Tedral tablets every 4 hours plus an additional tablet at the first sign of symp- 
tomatic break-through. Tedral is available in five convenient dosage forms. 


Formula: theophylline, 130 mg., ® 

(2 gr.); ephedrine HC1, 24 mg., 

gr.); phenobarbital, 

8 mg., (% gr.). 


the dependable antiasthmatic 


MORRIS PLAINS NJ. 
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Segel, John Douglas, from 1940 El Cajon Blvd., to 2904 Meade 
Ave., San Diego 4, Calif. 

Shanley, Thomas R., from 3838 N. Campbell Ave., to 2813 S. 
Sixth Ave., Tucson, Ariz. 

Shelley, Helen H., from 710 American Trust Bldg., to 973 
Park Ave., San Jose 26, Calif. 

Shelly, C. Richard, from 2129 San Mateo, N. E., to 2130 San 
Mateo, N. E., Albuquerque, N. Mex. 

Sherick, Daniel “a from Mount Clemens, Mich., to Lynnville, 
Ind. 

Skinner, Myron G., Jr., from 4618 Benbrook Highway, Route 
5, Box 330D, to 4621 Benbrook Highway, Fort Worth 16, 
Texas 

Slater, Wilfred W., from 1339 W. Willow St., to 2785 Pacific 
Ave., Long Beach 6, Calif. 

Smith, Hunter R., from 10681 Gulf Blvd., to 12150 Fourth St., 
E., St. Petersburg 6, Fla. 

Smith, Joseph Lambert, from Neelyville, Mo., to Box 68, Nay- 
lor, Mo. 

Soliday, Harry L., from Kansas City, Mo., to 419 W. 24 High- 
way, Independence, Mo. 

Soper, Ralph M., from 11106 Winner Road, to 12101 E. New 
40 Highway, Independence, Mo. 

Spirtos, Jack N., from Campbell, Ohio, to 4857 E. Davison 
Ave., Detroit 12, Mich. 

State, Forrest R., from 2272 Pacific Ave., to 800 W. 3lst St., 
Long Beach 6, Calif. 

Stephens, Joseph M., from El Segundo, Calif., to 370 S. Cali- 
fornia Ave., West Covina, Calif. 

Strickland, Frank E., from Box 132, to Box 65, Henning, Tenn. 

Turton, Robert L., from 695 Bryden Road, to 111 W. Third 
Ave., Columbus 1, Ohio 

Underwood, Cecil D., from Box 75486, Sanford Station, to 
3780 Wilshire Blvd., Los Angeles 5, Calif. 

Underwood, Walter B., Jr., from Fort Lauderdale, Fla., to 760 
Fig Tree Lane, Plantation, Fla. 

Valeska, Joseph P., from Fallon, Nev., to 345 Cheney St., Reno, 
Nev. 

Vercler, Marvin E., from 220 N. Ohio St., to 222 N. Ohio St., 
Culver, Ind. 

Vossbruch, Fred W., from Fort Lauderdale, Fla., to 5829 Mar- 
gate Blvd., Margate, Fla. 

Walker, William L., from 30 Lincoln Drive, to 5 S. Main St., 
Rittman, Ohio 

Warden, Robert M., from Barrington, N. J., 
Horse Pike, Audubon, N. J. 

Wehmeyer, Walter H., from 202 N. Main, to Chaffee Clinic, 
243 W. Yoakum, Chaffee, Mo. 

Weinberg, Theodore, from Philadelphia, Pa., to 2116 Spring- 
house Road, Broomall, Pa. 

Weisberger, Harry W., from 4419 Richfield Road, to 7002 N. 
Saginaw St., Flint 5, Mich. 

Wells, James R., from Ravenna, Mich., to 2542 Peck St., Mus- 
kegon Heights, Mich. 

Whitney, Leigh D., from 2015 State St., 
St., Santa Barbara, Calif. 

William, Thomas A., from Lubbock, Texas, to Abernathy, 
Texas 

Wilson, Clarence W., from 416 W. 
Seventh St., Flint 3, Mich. 

Wilson, Richard L, from Box 455, to 1401 Haft Drive, Reyn- 
oldsburg, Ohio 

Winston, Stephen J., from South Gate, Calif., to 11695 S. At- 
lantic Ave., Lynwood, Calif. 

Witlin, Bernard J., from. Lynwood, Calif., to C. G. Jung Insti- 
tute, Zurich, Switzerland 

Woods, John M., from Keosauqua, Iowa, to 3829 Troost Ave., 
Kansas City 9, Mo. 

Woods, Rachel Hodges, from Keosauqua, Iowa, to 3829 Troost 
Ave., Kansas City 9, Mo. 

Worth, Leonard V., Jr., from Philadelphia, Pa., 
Eastham, Mass. 

Yurick, Elias Ivan, from Des Moines, Iowa, to 841 E. Diamond 
Ave., Hazleton, Pa. 

Zeller, Waldo C., from 404 Pioneer Trust Bldg., to 409 Oregon 
Bldg., Salem, Ore. 

Zilvitis, Bruno J., from Dearborn, Mich., 
Cicero 50, Ill. 


to 609 White 


to 206 W. Anapamu 


Fourth Ave. to 926 E. 


to Box 13, 


to 1446 S. 5lst Ave., 
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newpsychoactive agent 


Catron 


£-phenylisopropy! hydrazine supplied as the hydrochloride 


Elevates mood, brightens outlook by raising 
levels of mood-controlling neurohormones, 
serotonin and norepinephrine... at doses 
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Lakeside Laboratories, Inc. ZL Milwaukee 1, Wisconsin 


ich have little or no effect on the liver. 


Horita, A.: The Pharmacology of the Monoamine Oxidase’ 
Inhibitors, in A Pharmacologic Approach to the 

Study of the Mind, Springfield, I1!, 

Charles C Thomas, 1959, in press. 


CATRON 


LIVER 


iproniazid 


0.75 1.0 2.5 5.0 7.5 


ONTROLS 0.5 
Dose (Moles X 10-6/Kg) 
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GLUKOR contains 200 i.u. of HCG (human chorionic 
gonadotropin) per 1 cc. This hormone has a potent 
androgenic effect by stimulation of the leydig cells in 
the interstitial tissue of the testicles." 


GLUKOR is fortified for greater androgenic effect in 
cases of hypogonadal impotence by addition of two 
synergists, thiamine hydrochloride and L (+-) glutamic 
acid.” * 


The average dosage is 1 cc. intramuscularly twice a 
week for one month, continuing as required to main- 
tain the androgenic level. 


GLUKOR 


FORTIFIED CHORIONIC GONADOTROPIN 


REFERENCES: 


1. Drill's Pharmacology in Medicine, 2nd ed., 1958, p, 949. 
2. Gould, W. L., Impotence, M. Times 84:302, 1956. 
3. Milhoan, A. W., Heterosexual vs. Homosexual Hormones, Tri-State M. J. 
6:11 (Apr.) 1958. 


esearch 
upplies PINE STATION, ALBANY, N. Y. 


Kindly send me professional reprints covering the use of 
Glukor for hypogonadal impotence and GLUTEST for fri- 
gidity and fatigue in women. 
D.O, 
Street 
City Zone State 


Zuckerman, Stuart, from Philadelphia, Pa., to 45 N. Rich. 
mond Ave., Atlantic City, N. J. 


Applications 
for membership 


CALIFORNIA 


Garcia, Jose J., (Renewal) 44847 N. Tenth St., W., Lancaster 

Hays, Russell B., (Renewal) 659 W. Lancaster Blvd., Lan- 
caster 

Fujioka, Elaine L., (Renewal) 353 N. Mednik Ave., Los 
Angeles 22 

Light, Louise E., (Renewal) 1026 S. Robertson Blvd., Los 
Angeles 35 


FLORIDA 


Higgins, Charles B., (Renewal) 836 E. Atlantic Ave., Delray 
Beach 

Robie, Joseph D., (Renewal) Doctors Clinic Bldg., 3714-16 
Euclid Ave., Britton Plaza, Tampa 9 


ILLINOIS 
Brewer, Darl R., (Renewal) 1525 E. 53rd St., Chicago 15 


INDIANA 


Summers, F. J., (Renewal) 309 E. Washington, Muncie 
Goldberg, Marvin, 1010 W. Jefferson Blvd., South Bend 25 


IOWA 
Ramsey, Edwin L., 3620 S. W. 12th St., Des Moines 15 


MISSOURI 


Wetzel, William C., (Renewal) Wetzel Osteopathic Hospital, 
1302-04 N. Main St., Carrollton 


NEW JERSEY 


Koenigsberg, Arthur, (Renewal) 2108 New York Ave., Union 
City 


NEW MEXICO 
Willoughby, Thomas Marsh, Estancia 


OHIO 


Rogers, John C., (Renewal) Doctors Hospital, 1087 Dennison 
Ave., Columbus 1 


OKLAHOMA 
Anderson, Sibyl Wesson, (Renewal) 119 E. Main St., Jenks 


PENNSYLVANIA 


Delp, William Stem, (Renewal) 520 W. Derstine Ave., Lans- 
dale 

Kette, Albert C., Jr., (Renewal) 335 N. Lansdowne Ave., 
Lansdowne 

Neece, Clastine C., (Renewal) 348 N. Fifth St., Reading 


TEXAS 


Plattner, Albert R., (Renewal) Plattner Clinic & Osteopathic 
Hospital, 813 E. Main St., Grand Prairie 


Journav A.O.A. 
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i withdrawn apathetic rejected gloomy 


1 remorseful hopeless listless despairing 
= forlorn somber defeated 


bitter crushed 


WORDS 
MEAN 
THE TREATMENT 


‘atron 


henylisopropy! hydra 


Important new psychoactive agent—acts selectively 
on the brain to brighten outlook, raise spirits, 
rebuild self-esteem, revitalize depressed patients. 


Lakeside Laboratories, Inc., Milwaukee 1, Wisconsin For detailed information, request Brochure No. 19, CATRON ©» 8$6889-D 
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&-phenylisopropyl hydrazine supplied as the hydrochloride 


How to use this new drug: 


CATRON Hydrochloride is a monoamine oxidase (mao) in- 
hibitor useful in the treatment of depression and of other 
disorders indicated below. It is recommended for use in 
carefully selected cases and in those patients who have 
not responded to the milder drugs. 


ADMINISTRATION AND DOSAGE 


Dosage of catron must be individualized according to each 
patient’s response. The initial daily dose should not exceed 
12 mg. and should be reduced as soon as the desired clin- 
ical effect is obtained. In severe depressions some clini- 
cians desire rapid results and begin treatment with 24 mg. 
daily: this dosage should not be continued for more than 
a few days. A single daily dose in the morning is recom- 
mended. A continuous or interrupted schedule may be 
used, the latter during the maintenance period. 


DEPRESSION (Endogenous, Reactive, Postpartum, Involutional 
and Depression Secondary to Schizophrenic or Neurotic 
Reaction): initially, 12 mg. once daily for approximately 
2 weeks, or less if improvement appears. Dosage is then 
reduced to 6 mg. daily. As improvement continues, main- 
tenance dosage of 6 mg. every other day or of 3 mg. daily 
often proves satisfactory. An interrupted dose schedule is 
recommended for long-term therapy. 


ANGINA PECTORIS—3 to 6 mg. daily in most cases. Relief of. 
painandelevation of mood may be dramatic.Victims of angina 


Lakeside Laboratories, Inc., Milwaukee 1, Wisconsin 


pectoris who respond in this manner should be cautioned 
against overexertion induced by their sense of well-being. 
RHEUMATOID ARTHRITIS (Adjunctive Therapy—in severely dis- 
abling forms, particularly when accompanied by depres- 
sion): 9 to 12 mg. daily for 3 days, then 6 mg. daily, reducing 
further to 3 mg. daily on signs of improvement. If a con- 
ventional antiarthritic agent is used, lower doses of each 
are indicated. 


CAUTION 


Certain circumstances should be watched carefully when 
using CATRON. 

DRUG POTENTIATION—The list of drugs which catron potenti- 
ates is not yet complete. catron should not be used con- 
comitantly with any other drug unless, (a) it has been 
ascertained that the two drugs bear no qualitative relation- 
ship, or (b) potentiating action is being sought, as may be 
the case with tranquilizing drugs including reserpine and 
the phenothiazines, and with the amphetamines, barbitu- 
rates and hypotensive agents. 

HYPOTENSIVE EFFECT—AII normotensive patients receiving 
CATRON, but especially elderly patients, should be warned 
about the possibility of orthostatic hypotension during the 
initial period of higher dosage. In the few instances where 
this may occur, lowering of the dose will usually permit 
continuation of therapy. 

COLOR vision—A reversible red-green color defect has been 
reported in a few patients, chiefly hypertensives, on ex- 
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Psychoac 


* Brightens mood, diminishes apathy and confusion, curbs 
symptoms of withdrawal, self-pity, inadequacy, despair."” 


Onsin 


* Acts selectively on brain at doses having little 
or no effect on liver.” 


* Valuable in depressions associated with 
chronic diseases such as angina pectoris,’ severe 
rheumatoid arthritis.” 


For detailed information, request Brochure No. 19, CATRON 


tended therapy with catron. Discontinue the drug if such 
changes occur. 


ANIMALS, NEUROLOGIC SiIGNS—In toxicity studies with animals, 
a neurologic syndrome has been observed characterized 
by tremors, muscle rigidity and difficulty in locomotion. 
Although extensive clinical experience has not shown such 
reactions to be a problem in humans in recommended 
dosage, should a similar neurologic disturbance occur, the 
possibility of drug action should be considered. 


SIDE EFFECTS— Major side effects requiring cessation of 
therapy are infrequent. Other side effects—constipation, 
delay in starting micturition, increased sweating, hyper- 
reflexia, ankle edema, blurring of vision, dryness of the 
mouth—are usually readily controlled by lowering the dos- 
age. Rash, observed in a few patients, cleared up rapidly 
upon discontinuing therapy. 


WARNING: Pharmacologic studies show that with proper dos- 
age caTRON will inhibit monoamine oxidase in the brain 
without influencing this enzyme in the liver. This is in 
contrast to previous inhibitors, which depress monoamine 
oxidase activity in the liver before affecting this enzyme 
in the brain. 

Although the evidence suggests that serious life-threaten- 
ing hepatitis seen with other mao inhibitors should not 
occur with catron in the recommended dosage, it has 
been reported on rare occasion with dosages in excess of 
the recommended levels. 

The Following Precautions are Recommended: 
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1. In all instances daily dose should not exceed 12 mg. 
2. Reduce daily dose as soon as response is established, 
usually in a matter of 1 to 2 weeks. 

3. Do not prescribe to a patient more than sixteen 6 mg. 
tablets or thirty-two 3 mg. tablets of catron at one time. 


4. Patient should return for observation before additional 
CATRON is prescribed. For this reason, prescriptions for 
CATRON should be marked, “not refillable.” 

5. Perform regular liver function tests. 

6. Do not use the drug in patients with a history of viral 
hepatitis or other liver abnormalities. 


catron is the original brand of 8-phenylisopropy! hydrazine. It is sup- 
plied as the hydrochloride in tablets of 3 mg. and 6 mg., bottles of 50. 


(1) Agin, H. V.: The Use of JB-516 (catron) in Psychiatry, Conference 
on Amine Oxidase Inhibitors, New York Academy of Sclences, Nov. 
20-22, 1958. (2) Bercel, N. A.: A Pharmacologic Approach to the 
Study of the Mind, Springfield, II!., Charles C Thomas, 1959, in 
press. (3) Kinross-Wright, J.: Panel Discussion of Psychic Energizers, 
ibid. (4) Kinross-Wright, J.: Experience with JB-516 (catron) and 
Other Psychochemicals in Clinical Practice, Conference on Amine 
Oxidase Inhibitors, New York Academy of Sciences, Nov. 20-22, 1958. 
(5) Horita, A., and Parker, R. G.: Comparison of Monoamine Oxidase 
Inhibitory Effects of Iproniazid and Its Phenyl Congener, Proc. Soc. 
Exper. Biol. & Med. 99:617, 1958. (6) Horita, A.: Beta-Phenylisopro- 
pylhydrazine, A Monoamine Oxidase Inhibitor, Fed. Proc. 17:379, 
1958. (7) Horita, A.: The Pharmacology of.the Monoamine Oxidase 
Inhibitors, in A Pharmacologic Approach to the Study of the Mind, 
Springfield, Il., Charles C Thomas, 1959, in press. (8) Kennamer, R., 
and Prinzmetal, M.: Treatment of Angina Pectoris with caTtrRon 
(JB-516), Am. J. Cardiol. 3:542, 1959. (9) Scherbel, A. L., and Har- 
rison, J. W.: The Effects of Iproniazid and Some Other Amine Oxidase 
Inhibitors in Rheumatoid Arthritis, Conference on Amine Oxidase 
Inhibitors, New York Academy of Sciences, Nov. 20-22, 1958. 


A-163 


| 
q 
joned 
eing. 
 dis- | 
pres- 
icing 
con- 
each 
— 
een 
be 
and 
ing 
ied 
he 
en 
H 


CO0000000000 
CO000000000 
CO000000000 
C000000000 

CO0000000000 

CO0000000000 

“oo0000000000 


O00 


Upjohn screened 35 
steroids to develop 
the first 

steroid designed 
specifically for 
topical 
application... 
Oxylone* 

also available as: 
Neo-Oxylone* 
Oxylone Topical Cream — each gram con- 


tains 0.25 mg. (0.025%) fluorometholone. 


Neo-Oxylone Topical Ointment—each gram 
contains 0.25 mg. (0.025%) fluorometho- 
lone and 5 mg. neomycin sulfate (equiva- 
lent to 3.5 mg. neomycin base). 


Usual dose: 1 to 3 applications daily. 


Supplied: In 7.5 Gm. tubes with applicator 
tips. * TRADEMARK 
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 PARKELP 
in handy granular or tablet form, sae 


At Leading Health Food Stores 7 
PHILIP R. PARK, INC. =| 
DRO, CALIFORNIA 


FREE 
CATALOG 


and 
INFORMATION 
KIT! 


COLWELL 
OFFICE RECORD 
SUPPLIES 
AND 
PROFESSIONAL 
STATIONERY 
for PHYSICIANS 


@ DAILY LOG RECORD BOOK 
@ COLWELL'S 

APPOINTMENT LOG 
@ PROFESSIONAL STATIONERY 
@ PATIENTS’ RECORDS 
@ MEDICAL FORMS 
@ FILING SUPPLIES 


THE COLWELL COMPANY 
265 W. University Ave., Champaign, Ill. 


Please send me the Colwell Cat- 
alog for Physicians PLUS Infor- 
mation Kit containing actual sam- 
ples, detailed descriptions and 
the newest items in the Colwell 


line of Practice Management 
Aids. 

DR 

ADDRESS. 

CITY. STATE 
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OW- A Natural ; 2a 
TABLETS 
Use this new, gentle laxative 
Retains water, builds bulk. 
discomfort. Low in cost. Try 
of 
INQUIRE REGARDING 
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in the formula base has obvious advantages 
to the physician, who must decide what each 
infant needs, and when changes are indicated. 
An evaporated milk formula is a prescription 
formula, permitting the physician to adjust 


... the type and amount of carbohydrate 
. .. the degree of dilution to required strength 


Evaporated milk is the formula base proved 
successful by clinical experience ... for 50 
million babies. 


FLEXIBILITY PLUS: 


Higher protein level recommended when cow’s milk is fed to babies 
Added vitamin D in required amounts 
Maximum nourishment—minimum cost to parents 


©1959 
PET MILK COMPANY, ST. LOUIS 1, MO. 
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FOR YOUR ASTHMATICS 


NOTHING IS QUICKER + NOTHING IS MORE EFFECTIVE 


PREMICRONIZED FOR 
OPTIMAL EFFICACY 


~Leakproof 


Available with 
either epinephrine 
or isoproterenol 


Medihaler-EPI° 


Epinephrine bitartrate, 7.0 mg. per cc., 
suspended in inert, nontoxic aerosol vehicle. 
Contains no alcohol. Each measured dose 
contains 0.15 mg. epinephrine. 


Medihaler-ISO° 


Isoproterenol sulfate, 2.0 mg. per cc., 
suspended in inert, nontoxic 
Contains no alcohol. 
dose contains 0.06 mg. iso 
Riker 


“Spillproof 


se aerosol medications 


nbreakable 


| 
| 
A 
| 
| 
4 
i) 
i 
‘ 
; 
© 
NOTABLY SAFE AND EFFECTIVE FOR CHILDREN, TOO. 
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MORE 
ING SLEEP 


Doriden offers sound, restful sleep for patients who are sensitive to barbiturates, elderly patients, patients 
with low vital capacity and poor respiratory reserve, and those who are unable to use barbiturates because 
of hepatic or renal disease. Onset of sleep with Doriden is smooth and gradual, usually with no preliminary 
excitation. Doriden acts within 30 minutes, and sleep lasts for 4 to 8 hours. Except in rare cases, no “‘hang- 
over” or “fog,” because Doriden is rapidly metabolized. Average dose for in- 

somnia: 0.5 Gm. at bedtime. suppLiep: Tablets, 0.5, Gm., 0.25 Gm. and 0.125 Gm. DORI 


(glutethimide cra) 
2/2618 MK SUMMIT, NEW JERSEY 
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